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Three things that had their roots in the 
nineteenth and their development in the 
present century have radically altered the 
course of medicine—the invention of instru- 
ments of precision, the development of bio- 
chemistry, and the rise of specialism. 

Instruments of precision, among which I 
include the x-ray, have oriented medicine 
and science as a whole in the direction of 
quantity or measurement. Instruments of 
precision are nice and neat and precise. So 
seemingly are the data derived from them. 
They satisfy the human longing for cer- 
tainty, but they can never give a complete 
insight into the human mind, or even into 
the human body as a whole. 

Biochemistry is likewise a quantitative 
science. Nothing has contributed more to 
our understanding of human physiology in 
health and in disease than the work of the 
chemist and the biologist. 

In addition to such invaluable fundamen- 
tal knowledge, these two sciences have placed 
in our hands new remedies of enormous 
actual and potential value. I need only men- 
tion antitoxins, salvarsan (arsphenamine), 
insulin, liver extract and sulfanilamide. 

The revelations of electric brain waves ,a 
science as yet in its infancy, may throw 
much light on heredity, on human person- 
ality and other subtle phenomena of life. 
But when all these discoveries present and 
to come are added together, something still 
remains that will elude quantitative measure- 
ment—the emotions, thought and the psyche. 
Since we learn about them only by psy- 
chiatric and psychoanalytic means and since 
their importance cannot be overestimated, 
their study must be incorporated in our 


Address delivered at the dedication of the new Medical and 
Public Health Building of the University of North Carolina 
at the Sesqui-Centennial Celebration on December 4, 1939. 


teaching and our practice. I am glad to see 
increasing evidence of a distinctly psychoso- 
matic outlook. 

Of all the factors influencing the develop- 
ment of medicine specialisms has brought 
about the greatest change since I entered 
the profession. A famous surgeon like D. 
Hayes Agnew of Philadelphia, who, it will 
be remembered, was called to attend Presi- 
dent Garfield after he was shot, took out 
cataracts from the eyes and stones from the 
bladder with equal skill. Only an occasional 
opthalmologist limited himself to his special- 
ty. Even I in my humble way did many 
things that I later abandoned—obstetrics, 
minor surgery, nose and throat treatment 
and simple gynecologic procedures. 

The public has become so specialist-con- 
scious that many persons without consulting 
their family physician go directly to the 
cardiologist, the allergist, the metabolist or 
the gastroenterologist for advice. Some have 
even added a “gland specialist” to their ever 
lengthening list. Bliss Perry“) exaggerates, 
however, when in speaking of specialists, he 
says: “Of course their advice was sound, 
and most of it, except the cardiograph’s, is 
to be found in Cicero’s ‘De Senectute’”’. 

I do not want to give the impression that 
the rise of specialism is an evil. Concentra- 
tion upon a single field increases one’s skill 
in that field, but it has inevitably the tend- 
ency to narrow one’s outlook. A specialist 
is in danger of considering his branch of 
disproportionate importance; he comes to 
live in a water-tight compartment. 

On the other hand the clinician with 
whose making I am concerned is not a nar- 
row specialist. He is first of all an internist 


(1.) Perry, Bliss: And Gladly Teach, Boston, 1935, 
p. 264. 
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—that is, he deals with the diseases of all 
the internal organs including the nervous 
system. In addition he is a teacher at the 
bedside, for that is what the word clinician 
means. It is derived from the Greek word 
kline, *‘a bed”. In other words the clinician 
is a practitioner and teacher of internal 
medicine. 

Usually a clinician is also an authority in 
one of the special fields of medicine, but he 
will not confine his interests or teaching to 
that field, nor will he desire that the public 
or the medical profession shall consider his 
interests limited to it; by his writings he 
will show that his field covers a wider range. 

Clinical medicine of this type which takes 
almost the whole body for its domain began 
about two hundred years ago in the little 
university town of Leyden in Holland. Here 
a round-headed, full-moonfaced Dutch phy- 
sician, Hermann Boerhaave, took medical 
students into the wards of his small hospital 
and taught diagnosis and treatment at the 
bedside. So successful was he that students 
flocked to him from all parts of the world, 
including America. The great Albrecht von 
Haller called him “totius Europae magister”’ 
—the teacher of all Europe. 

Boerhaave’s example made its way very 
slowly among the medical faculties in 
Europe. The tradition of teaching from old 
texts was too strong. Edinburgh, founded 
by pupils of Boerhaave, was one of the first 
universities where bedside teaching was 
practiced. As the first medical school in 
the American Colonies—the University of 
Pennsylvania—was founded by graduates of 
the Athens of the North, it is not surprising 
that clinical teaching found an early home 
in Philadelphia. Thomas Bond began to give 
bedside instruction in the Pennsylvania Hos- 
pital in 1766. The next clinical professor 
in this country was James Jackson of the 
Harvard Medical School, who was elected in 
1821 and gave his lectures at the newly 
opened Massachusetts General Hospital. 
Jackson is famous in his own right and also 
by reason of his brilliant son, James Jack- 
son, Jr., the favorite pupil of the great 
French teacher, A. P. C. Louis. 

Although the University of Edinburgh had 
lectures in clinical medicine in the 18th cen- 
tury it had no professorship in that subject 
until 1913. 

In Germany the title of clinical professor 
as distinct from that of professor of the 
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theory and practice of medicine does not 
exist; every professor of medicine is ipso 
facto a Kliniker, or clinician. 

In this country the example of Thomas 
Bond and James Jackson had very few imi- 
tators in the first half of the 19th century. 
In the great majority of medical schools 
teaching was entirely by lectures*. Of thirty- 
seven medical colleges in 1851, clinical or 
bedside instruction, always meager, was 
available in only sixteen. 

I was fortunate in arriving on the medical 
scene at a time when a wonderful group of 
men who represented clinical medicine at its 
best flourished in this country. They en- 
compassed the whole realm of internal medi- 
cine and were helpful advisors in diseases 
of all the internal organs. They were gen- 
eral consultants; I might say national con- 
sultants. Like the Michelangelos and the 
DaVincis of the Renaissance, these physici- 
ans were versatile men. Those I have in 
mind—Reginald Fitz, Edward G. Janeway, 
J. M. DaCosta, William Pepper, William 
Osler, Frank Billings and John H. Musser 
—occupy permanent places in the medical 
pantheon. Fitz, Janeway and DaCosta were 
past their prime when I began the practice 
of medicine, but the echo of their great work 
was still audible in my youth. 

Reginald Fitz made his name immortal by 
his fundamental studies on perforation of 
the appendix, a condition well-known today 
but poorly understood before Fitz’s time. 
We also owe to Fitz pioneer investigations 


*I was interested to find that in Trinity College 
Medical School, Dublin, in the early years of the 
nineteenth century, there had been clinical profes- 
sors, holding, however, subordinate rank. 

When Professor James Macartney proposed in 
1814 that before students presented themselves for 
their final examination, they should have a practi- 
cal test in English, his proposal was bitterly op- 
posed by the other professors who insisted that not 
only should all examinations practical as well as 
theoretical be conducted in Latin but that the clini- 
cal lectures and the reports of cases studied should 
also be in Latin. 

One of the professors, named Hill, expressed him- 
self as follows: “Examinations in English as in- 
troductory to a learned profession are so absolutely 
contrary to the conception which I entertain of a 
literary education, as to render it impossible that 
I would tolerate them in any case in which I 
possessed any influence. No instance of the kind 
has ever happened to me, and in the examinations 
of Medical Candidates under a Liceat ad exami- 
nandum how could I in any possibility be satisfied 
through such examination of the Candidates being 
Doctrina idoneum.” (Kirkpatrick, T. Percy C.: His- 
tory of the Medical School and Trinity College, 
Dublin, Dublin, 1912, p. 235.) 
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on acute pancreatitis, his paper on that sub- 
ject being a medical classic. 

Edward G. Janeway had been a patholo- 
gist and a teacher of pathology in his early 
years. It was this training undoubtedly that 
made it possible for him to become one of 
the leading medical consultants of his time. 
Janeway’s son seemed destined to rival his 
father, but pneumonia carried him off in the 
prime of life. 

J. M. DaCosta’s text-book on medical diag- 
nosis was one of the first works in this 
country on that subject. It passed through 
many editions. DaCosta had a remarkably 
keen ear. Dr. Deaver once told me that at 
a consultation DaCosta, after examining the 
patient, turned to the other doctors present 
and said in all seriousness that he had heard 
“the echo of a rale”’. DaCosta was famed 
throughout the country as one of the great- 
est clinical lecturers in American medical 
history. 

William Pepper, a brilliant teacher, always 
began his lectures almost with the very word 
that would naturally have followed where he 
had left off in the preceding lecture. If the 
first sentence in a new lecture and the last 
in the old had been placed together, not even 
a paragraph would have separated them. I 
am reminded of Luis de Leon, who, when he 
returned after five years in the prison of 
the Inquisition, began his lecture to his stu- 
dents of the University of Salamanca, “As 
we remarked when we last met”. 

William Pepper, like Janeway and Fitz, 
began his career as a pathologist. It was 
he who discovered that in pernicious anemia 
the yellow bone marrow becomes red, a dis- 
covery that a year later was made inde- 
pendently by Julius Cohnheim in Germany, 
who usually gets the credit for the observa- 
tion. It is also probable that Pepper saw 
the malarial parasite several years before 
Laveran. 

William Osler is the ideal of all Americans 
who aim to be clinicians. He resembled 
Boerhaave in that he was the one who es- 
tablished for the first time complete bedside 
teaching in this country at Johns Hopkins 
Hospital. Like Boerhaave he attracted 
pupils from everywhere. Osler was proud 
of his pioneer work and wanted as his only 
epitaph, “I taught medical students in the 
wards.” 


(2.) Howe, M. A. de Wolfe: Holmes of the Break- 
fast Table, London and New York, 1939, p. 32. 
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Thoroughly at home in pathology—a good 
deal of his training in this field was obtained 
at the Philadelphia General Hospital—, fa- 
miliar with medical literature to a degree 
rarely equaled, Osler became one of the 
greatest clinicians of all time. In achiev- 
ing this distinction he was helped by another 
accomplishment—a profound knowledge of 
medical history and of general literature, 
which is evident in all his writings and gives 
them their peculiar and perennial charm. 

Osler always emphasized the importance 
and value of careful physical examination. 
More mistakes, he believed, were due to 
omission than to commission, to overlooking 
than to faulty reasoning. 

John H. Musser was one of my teachers, 
and also a friend of my medical youth. A 
good pathologist and a real expert in physi- 
cal diagnosis, he had an unusual flair for 
guessing correctly. His private and consult- 
ing practice was enormous, so exacting that 
it killed him at the early age of fifty-six. 
His textbook on diagnosis and his volumi- 
nous writings show the breadth of his 
knowledge of medicine. 

Frank Billings of Chicago, large of frame 
and big of brain, in some respects the Daniel 
Drake of his time, was a keen, independent 
clinician whose mastery of medicine in its 
principal phases made him an admired 
teacher and a much sought after consultant. 
To these qualities he added the gift of stimu- 
lating research in others. We owe to him 
and his pupils the modern ideas of focal in- 
fection. 

I cannot refrain from telling a story of 
Billings: He was once called as an expert 
witness, had given his testimony and had 
been turned over to the opposing attorney. 
This man began, “You are Dr. Frank Bil- 
lings?” “Yes.” “You are the great Dr. Bil- 
lings?” “I am Dr. Billings.” “People come 
to vou from the country over?” Dr. Billings 
smiled. ‘You are the Doctor Billings that 
is called in on all important serious cases?” 
Dr. Billings’ face expanded more and more 
and he smiled benignantly. “You are called 
practically always when some important citi- 
zen in this community is ill?” Dr. Billings 
admitted this. ‘You were called when Mr. 
Lawrence was ill?” “Yes sir.” “Mr. Law- 
rence died.” “Yes sir.”” “You were called 
when Mr. William Fairbanks was ill?” “Yes 
sir.’ “He died?” “Yes sir.” “You were 
called clear across the country when Mr. 
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Marshall Field was ill?” “Yes sir.” “Mr. 
Field died?” “Yes sir.” “You were called 
in when Mr. Harrison was very ill?” “Yes 
sir.” “He died?” “Yes sir.” “That will 
do, Dr. Billings.” 

Dr. Billings stepped off the witness stand 
completely flattened and hoped that he might 
some time meet that rascally lawyer in a 
dark alley at night. 

Germany before the war also had a large 
number of truly great clinicians—Kraus, 
Ewald, Senator and His in Berlin, von Muller 
in Munich, and others in the smaller univer- 
sities. I might add parenthetically that near- 
ly all the great men in the larger German 
cities were taken from the smaller universi- 
ties where their abilities had been tested 
over a period of years. That system of pro- 
gressive movement from smaller to larger 
fields had done much to make pre-war Ger- 
many the principal center of medical science 
in the world. In this country we have per- 
haps been given too much to inbreeding. 
There is a curious resistance, especially 
among alumni groups, to the calling of men 
from the outside. 

The clinicians whose biographies I have 
briefly given were all-round physicians and 
teachers because they were masters of phy- 
sicial diagnosis and were skilled pathologists. 
The reason they have had only few succes- 
sors is that the present generation more and 
more neglects those two foundation stones 
of clinical medicine. To illustrate I shall 
quote from the Harvey Oration delivered in 
1930 by a distinguished English physician, 
G. Lovell Gulland“®: “The time will come 
when the differential count will be more im- 
portant than the auscultation of the heart.” 
This remarkable statement is a clear pres- 
entation of a trend of modern medicine that 
I believe to be unwholesome and unwise. 

One might ask Dr. Gulland, “If you were 
ill, would you prefer to be treated by a man 
who knew all about the differential count 
and little about auscultation of the heart, or 
vice versa?” There can hardly be any doubt 
what the answer would be. But, I shall not 
pursue that argumentum ad hominem. 

I am, however, deeply concerned over the 
growing tendency to magnify the laboratory 
at the expense of the bedside study of dis- 
ease. Not that I am unaware of the pos- 
sible charge that it is a failing of old men 


(3.) Gulland, G. L.: The Circulating Fluid, Edin- 
burgh M. J., 37:567, 1930. 
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to talk of the great personages of their day, 
to say that nothing is as good as it was. It 
is only too easy, I know, to be laudator tem- 
poris acti. But are not the young equally 
under a delusion when they think that no- 
body is any good who was not born yester- 
day? 

I do not want to convey the impression 
that I lack respect for the laboratory. No 
one can value more than I do the help it 
gives in diagnosis and treatment, and in ad- 
vancing the science of medicine. As a place 
for research it offers the greatest hope for 
the future welfare of mankind; but as a 
practicing physician I cannot approve of 
the growing habit of thrusting the burden 
of diagnosis upon the laboratory, when we 
might arrive at a diagnosis ourselves by the 
simple expedients of a good history and a 
careful physical examination. 

More than one intern has come under my 
observations who, when I asked him ‘‘What 
do you think ails this patient?” replied, ’’[ 
have ordered the laboratory work, but the 
reports have not come through yet.” That 
is the wrong approach. The hospital or 
medical school that turns out men who at- 
tack the problem of disease in that fashion 
fails in its duty. How often are we as 
physicians obliged to make a diagnosis on 
the spot. In consultation practice the con- 
sultant nearly always has to arrive at a 
decision before he leaves the patient’s house. 

Another reason for the rarity of the older 
type of clinician is the loss of interest in 
pathology, in morbid anatomy. Every one 
of the great men of whom I have spoken was 
a good pathologist and knew the appearance 
of diseased organs and the physical signs 
and symptoms they produced during life. 
DaCosta long ago said the best portal of 
entry into clinical medicine is pathology. 

During my early years as pathologist the 
autopsy room would be filled with interns 
and young doctors whenever a postmortem 
was being held. Recently I attended an 
autopsy in one of our largest hospitals. 
There was only one intern present; yet the 
case was an interesting one, capable of teach- 
ing important lessons. 

I have thought about the possible reasons 
for the lack of interest in autopsies and have 
come to these conclusions: The autopsies 
today are made by men who are purely 
pathologists and know little or nothing about 
clinical medicine. They cannot therefore 
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correlate the findings of the postmortem 
with the symptoms and signs during life. 
It was the ability of the earlier pathologists 
to do this that caused autopsies to be so well 
attended. This probably unalterable situa- 
tion can be overcome if the physician— 
senior or junior—who saw the patient dur- 
ing life is present at the autopsy. 

During recent years I have adopted a 
method of teaching clinical medicine with 
the definite purpose of giving to my students 
a greater independence and _ self-reliance. 
This method is as follows: 

During ward rounds I take a new case 
about which I know nothing—often one re- 
cently admitted. Beginning at the begin- 
ning, I ascertain the history, limiting my 
questions to essentials. Then I make the 
physical examination, questioning the stu- 
dents as I proceed as to what I am endeavor- 
ing to ascertain in the light of the history; 
all unnecessary examinations are omitted. 
In the process of examination I refrain from 
asking the results of x-ray or other labora- 
tory studies, but try, with the help of the 
students and the interns, to arrive at a 
diagnosis. The whole procedure aims to 
represent the process the physician or con- 
sultant has to go through when he sees a 
private patient for the first time. If a 
diagnosis cannot be made on the basis of 
the history and physical examination, then 
I inquire as to such laboratory data as seem 
to be necessary, and if the tests have not 
been made I order them. 

By this approach I try to counteract 
among my students the growing habit of 
putting the patient, as it were, into a labora- 
tory hopper and having him come out fully 
diagnosed with a minimum amount of cere- 
bral activity on the part of the student and 
intern. 

It has always seemed to me that for the 
practical training of students in clinical 
medicine the out-patient department is bet- 
ter than the wards of a hospital. Dispen- 
sary practice is akin to private practice. The 
time for study is brief, the tools are limited, 
the diagnosis has to be made on the spot. 
Where the instructor in charge is consci- 
entious, practice among out-patients unques- 


tionably sharpens the student’s clinical sense, ° 


makes him a better observer, a keener and 
quicker reasoner, altogether a more inde- 
pendent human being. I should like to see 
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dispensary instruction placed in the fourth 
year of the medical curriculum. 

The ideal clinician of the future as I see 
him in my mind’s eye will be a greater man 
than the Oslers of the generation before me. 
He will naturally be at home in physiology 
and in biochemistry. He will utilize the data 
of the specialist understandingly, not blind- 
ly, and he will be a capable psychologist. 
Having these qualities, he will be able to 
inspire students as he stands at the bedside 
of the patient. He will probably do some 
research work, especially in the wards and 
out-patient department, and will stimulate 
laboratory research suggested by his bedside 
experience. 

He will have to pay for this comprehen- 
sive knowledge by giving more time to his 
preparation, more time to keeping up with 
medical progress. This race of medical 
supermen—will they find any leisure for the 
humanities? For the humanities should not 
be left out of a doctor’s life. I believe it is 
possible for a man to cultivate the humani- 
ties as his avocation. While the height of 
the body is limited, the extent of the mind 
is not. You can fill the memory, but it never 
runs over. 

Medicine is advancing so rapidly, the 
literature is piling up with such disturbing 
speed, that only by intense application can 
a medical man keep in step with medical 
progress. However, it is possible if he can 
create for himself in the very beginning a 
pattern of work—‘“for the gods bring 
threads to a web begun.” 


(4.) Hale, George Ellery, quoted in Isis, 236, May, 
1939. 


A Doctor of the Old School.—The physician who 
cared for me during my childhood was a genius of 
his day. Let us not raise the question of whether 
he served society by helping me to live through the 
gamut of infectious diseases, then highly lethal, but 
now mostly under scientific control. That physician 
was almost self-educated. He read, rode, and 
practiced under guidance of his predecessor of a 
still earlier generation. Whether his patients lived 
or died, he studied the results to guide him in sub- 
sequent cases. That doctor’s fees were moderate 
though paid with difficulty and gratitude—some- 
times paid mostly in gratitude. His house was the 
best in the whole community, his riding and driving 
horses the best, his advice and leadership gladly 
accepted by nearly all citizens. His occasional de- 
feats by John Barleycorn were promptly forgiven by 
all except the preachers, who also forgave him 
when their next illness came upon them.—Caldwell, 
Otis W.: Some Problems of an Educated Minority, 
Science 89: 2322 (June 30) 1939. 
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VAGINAL URETEROLITHOTOMY 
With a Review of Reported Cases 


DONNELL B. Coss, M.D., M.S., F.A.C.S. 
GOLDSBORO 


Each case of ureteral calculus requires in- 
dividual solution. Factors influencing the 
type of treatment are: the size and location 
of the stone, its progress down the ureter, 
the degree of obstruction produced, the se- 
verity of any co-existing infection, and the 
intensity of the patient’s suffering. The 
proper treatment of a ureteral stone tre- 
quently requires more careful judgment than 
is usually exercised in handling other lesions 
of equally common occurrence, if the kidney 
is to be conserved and undue and prolonged 
suffering prevented. 

lt is generally conceded that about 50 per 
cent of ureteral stones will pass without in- 
strumental or operative intervention. Lead- 
ing urologists differ greatly in reporting the 
percentage they are able to remove by cysto- 
scopic manipulation. 

Of the stones that do not pass spontane- 
ously, or that cannot be made to pass by the 
use of the cystoscope, the greater number 
become lodged in the lower third of the 
ureter. This is especially true in women. 
Young “), in 1903, emphasized, that “that 
portion of the ureter lying within the broad 
ligament is frequently narrowed by disease 
of the female pelvic organs, and furnishes a 
common point for the impaction of calculi.” 

Beer‘) found it advisable to operate on 
34 per cent of patients with stones in the 
lower ureter. Von Lichtenberg‘) operated 
on 30 per cent of these patients, and has 
said that he “would much rather do the 
operation early in a certain percentage of 
cases, feeling that the kidney is spared by 
a careful operation far more than if a long 
drawn-out, conservative plan of procedure is 
adopted; although such a procedure may be 
successful in getting the stone, the kidney 
goes onto partial destruction.” 

The keen satisfaction that is experienced 


Read before the Section on Surgery, Medical Society of the 
state of North Carolina, Bermuda Cruise, May 13, 1939. 


1, Young, H. H.: The Surgery of the Lower 
Ureter, Ann. Surg. 27:668, 1903. 
2. Beer, E. S.: Diagnosis and Treatment of Ure- 
— Calculus, New York State J. Med. 16:501, 
16. 
3. von Lichtenberg, A.: Harnleiterstein-Erkran- 
kung, Jahresk, f. arztl., Fortbild. 20:30, 1929. 
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by the cystoscopist in extracting a stone 
from the ureteral orifice is a strong stimu- 
lant to treat the next case in the same way. 
And yet, at times, patients who have had 
multiple manipulations and dilatations come 
to fear the procedure more than an opera- 
tion. One should be careful that one does 
not, for the sake of statistics, prolong sucn 
treatment beyond the point of safety. 

Stones that are not made to pass after two 
or three cystoscopic manipulations are usual- 
ly found to be embedded 1n the ureteral wall, 
or densely adherent to it. The duration and 
severity of the impaction, and not the size o1 
the stone, should determine the decision to 
operate. Bumpus‘” has pointed out that 
prolonged intra-ureteral manipulation may 
lead to an acute-supperative nephritis. He 
reports two such deaths; Munger‘? records 
one; and I have seen one. 

The extreme difliculty that may be ex- 
perienced in removing a stone trom the 
lower ureter by the usual methods of ap- 
proach is undoubtedly one reason why pro- 
longed and repeated cystoscopic trials meet 
with almost universal approval. The extra- 
peritcneal incisions advocated by Gibson in 
1910, and by Judd’, in 1914, permit a 
most satisfactory exposure of the ureter; 
but in order to follow it to the bladder and 
remove a stone located in the extreme lower 
portion, it sometimes becomes necessary to 
divide the round ligament, the broad liga- 
ment, and the uterine artery. It is stones 
within this ‘‘area of difficulty” and present- 
ing such surgical hazards when handled by 
the usual methods of approach that lend 
themselves so readily to an approach from 
below through the vagina. And yet, most 
surgeons have been reluctant to take ad- 
vantage of nature’s provision and to remove 
through the vagina a stone that lies immedi- 
ately beneath the finger on vaginal palpa- 
tion. 

It is true that vaginal ureterolithotomy 
has not been mentioned often enough in the 
medical literature to keep us aware of its 
possibilities. A thorough review of the litera- 


4. Bumpus, H. C., and Thompson, G. J.: Stones 
in the Ureter, Surg. Gynec. & Obst. 50:106 
(Feb.) 1930. 

5. Munger, A. D.: Management of Calculi in the 
Lower Third of the Ureter, Ain. J. Surg., 
39:584-588, 1938. 

6. Judd, E. S.: A Method of Exposing the Lower 

End of the Ureter, Ann. Surg. 59:393, 1914. . 
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ture reveals only 74 reported cases. We have 
done six such operation, four of which have 
been previously reported ‘, thus making a 
total of 80. It is upon a study of these 80 
cases that this paper is based. When the 
close relation of the lower ureter to the 
anterolateral vaginal wall is considered, it 
seems strange that this method of approach 
is so seldom used. 

Because of the difficulty in removing a 
stone from the extreme lower ureter, numer- 
ous operative procedures have been devised 
and carried out. Ceci, in 1867, removed a 
ureteral stone through an incision in the 
rectum. The patient died 26 hours later. 
The report of this case led to repeated con- 
demnations of this method, and no one since 
has used it. In 1892, Cabot‘) used the 
Kraske incision, removing the coccy and 
lower part of the sacrum with division of 
the sacroiliac ligament. He performed this 
operation successfully, as did Ferria, but he 
called attention to the difficulty in securing 
adequate exposure, and to the danger of 
hemorrhage from the hemorrhoidal vessels. 
The severity of the procedure caused its 
abandonment. Writing in 1898, Fenwick“ 
reported the use of a prerectal or transverse 
perineal incision, separating the rectum 
from the bladder. Regnier also tried this 
method but failed. In the same year the 
statement was made “that stones impacted 
in the pelvic portion of the ureter were in- 
accessible to surgical treatment.” Neverthe- 
less, Rigby“, in 1907, advocated an equally 
dificult and unsatisfactory procedure. He 
advised a parasacral or pararectal incision, 
differing from Cobot’s operation only in that 
the coccyx and sacrum were not disturbed. 
He reported four cases, but his method failed 
to gain popularity. Kelly, in 1914, “') de- 
vised the transvesical approach to ureteral 
stones lodged adjacent to the bladder, using 
a vesico-vaginal incision. 
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Emmett“), of New York, in 1884, was 
the first to give an account of the removal 
of a lower ureteral stone through the vagina. 
Higgins“) of the Cleveland Clinic, in 1937, 
reported eleven cases, the largest number 
recorded by any one author. 

In the female the ureter runs forward and 
inward beneath the broad ligament, passing 
beneath the uterine vessels and lying about 
2 cm. from the side of the uterus, at the 
level of the internal os. Emerging from the 
anterior surface of the broad ligament, be- 
fore entering the bladder, it passes obliquely 
across the anterolateral vaginal wall, with 
which it is in direct contact. During this 
part of its course it is not covered with 
peritoneum but is loosely supported by con- 
nective tissue. 

It has been stated that 90 per cent of nor- 
mal ureters can be palpated through the 
vagina. After assiduously attempting to ac- 
quire this art for a number of years, I am 
forced to the conclusion that vaginal palpa- 
tion of a ureter is posible only when some 
abnormality exists. The presence of a cathe- 
ter in the lower ureter makes it easy to trace 
its course. When the ureter is the seat of 
inflammation or tuberculous infiltration, it 
is readily palpable. Stones situated within 
the ureter at any point between the base of 
the broad ligament and the bladder are 
readily felt through the vagina. Here it is 
interesting to note that Pauley“ reports 
five cases and Igron >) four cases in which 
they were able to remove stones from the 
lower ureter simply by bimanual manipula- 
tion, having one hand on the lower abdomen 
and the other in the vagina milking the 
stone down. They advise trying this ma- 
neuver before attempting any other pro- 
cedure. 

The various operators writing on vaginal 
urterolithotomy describe two methods of ap- 
proaching the ureter through the vagina. 

One method, as described by Doyen,® 
consists of incising the anterior culdesac, as 
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in vaginal hysterectomy, separating the blad- 
der from the uterus as high as the vesico- 
uterine fold of peritoneum and exposing the 
ureter by gauze sponge and finger dissection. 
Furniss“) recommends this type of ap- 
proach to the ureter, and, if the vagina is 
small, advocates making an incision in either 
one or both vaginal sulci, high in the vagina 
and extending through the transversus pe- 
rinei and levator ani muscles. 

The method used by the greatest number 
of authors and the one employed by us, is 
to make a simple incision through the antero- 
lateral vaginal wall in the line of the ureter 
—the stone acting as a guide—expose the 
ureter, and remove the impacted calculus. 

Technique: The patient is placed in the 
lithotomy position and the vagina is exposed 
with a weighted speculum over the perineum 
and retractors against the lateral walls. The 
cervix is grasped with a tenaculum and 
pulled downward and to the opposite side, 
thus drawing the base of the bladder and 
the lower ureter near the introitus. After 
the stone is felt an incision is made through 
the anterolateral vaginal wall in the line of 
the ureter. The index finger is passed 
through this incision so as to locate the stone 
and ureter; then a blunt hook or Allis for- 
ceps is passed around the ureter above the 
stone. This prevents the stone from slipping 
up and out of reach. By gentle traction on 
this hook or forceps and by simultaneously 
releasing the pull on the cervix, the ureter 
containing the stone is brought through the 
vaginal incision. The stone is then removed 
through a longitudinal opening in the ureter. 
The ureteral incision is closed with two or 
three interrupted absorbable sutures passed 
through its outer layers, a rubber tissue 
drain is placed down to the ureter and 
brought out at the lower end of the vaginal 
incision, which is closed with a continuous 
suture. 

Singleton”®) and Morris“) have advised 
the passage of a catheter up the ureter 
before operation so as to aid in its identifi- 
cation. Shaw expresses the opinion that the 
passage of such a catheter will also serve to 
fix the stone in its location and make it less 
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liable to slip up the ureter and out of reach. 
We have done this, but do not believe it 
necessary. A stone that is easily palpable 
will serve as an efficient guide in locating 
the ureter and the use of a blunt hook or 
forceps above the stone will prevent its 
escape upwards. 

There is some difference of opinion as to 
the necessity of suturing the ureter. Of 
those who expressed themselves, most 
authors were in favor of placing a few in- 
terrupted sutures when possible. Some 
thought it advisable to place a catheter 
through the bladder up to the kidney pelvis 
following operation. Opinion was equally 
divided as to the necessity of suturing the 
vaginal incision. In the presence of infec- 
tion, it should be left open; and when closed, 
drainage should be provided. — 

It is practically agreed that the operation 
should be done only in those cases where 
the stone is easily palpable and where there 
is sufficient vaginal relaxation to allow ample 
exposure and easy manipulation. That is 
not thoroughly in accord with the views of 
Lower“), who has stated that his “ex- 
perience includes nulliparous as well as 
parous women and the removal of stones 
which were so high that their palpation was 
barely possible.” Igron also reports the va- 
ginal removal of a ureteral calculus in a 
virgin, but states that it was necessary to 
incise the hymen in three places. 

Possible Operative Difficulties: The diffi- 
culties that may arise are similar to those 
that may occur in the removal of a stone 
from any portion of the ureter. 


1. The stone may slip up or down the 
ureter and away from the field of operation. 
Five cases are on record in which this has 
happened, the stone slipping up the ureter 
and requiring removal through an abdomi- 
nal incision. Lower‘) has reminded us 
“that anyone who has had much experience 
in the removal of smooth ureteral stones 
from a dilated ureter will have had cases in 
which the stone has moved away from its 
first location. Such changes in the position 
of ureteral stones are not confined to any 
type of operation.” It must be admitted, 
however, that the vaginal incision here de- 
scribed cannot be enlarged upward to any 
great extent and it is impossible to examine 
the ureter over much of its length or follow 
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a stone upward as can be done through an 
abdominal incision. With the technique now 
employed the danger of a stone moving up- 
ward is greatly lessened. 

2. Severe hemorrhage may occur. The 
only such instance of this is recorded by 
Bloch®"), The bleeding was so free that tam- 
ponment was necesary. He later removed 
the vaginal tampon, freed the ureter and 
extracted the stone. Robinson, in using the 
approach described by Doyen“® of incising 
the anterior culdesac and separating the 
bladder from the uterus, found it necesary 
to ligate the uterine artery. . 


3. The error of inadvertently opening 
the peritoneal cavity is not mentioned in any 
of the reports that have appeared in the 
literature. It did occur in one of our opera- 
tions. After having performed three of 
these operations with such gratifying re- 
sults, the fourth was done with much en- 
thusiasm. This was a borderline case in 
which the stone was rather high and barely 
palpable. The stone was removed through 
the vaginal incision, but, in freeing the 
ureter, the peritoneal cavity was opened. A 
fatal peritonitis developed, either from con- 
tamination from the vagina, or, more likely, 
from the infected urine. 

4. The accidental opening of the bladder 
occurred in two of our cases. This was im- 
mediately recognized, and the opening was 
closed. In one case there was no post-oper- 
ative urinary drainage from the vagina; in 
the other case there was some drainage of 
urine for five days. This complication has 
also been described by Shaw,‘??) who states 
that “if the operator keeps the relationship 
of the base of the bladder, cervix and ureter 
in mind, this accident should never occur. 
The bladder can be readily avoided by inclin- 
ing the dissecting finger laterally and pos- 
teriorly and approaching the ureter on its 
lateral and posterior aspect. In other words, 
when the stone is felt, it should be medial 
and anterior to the dissecting finger.” 


Post operative urine drainage and fistula: 
Israel,“3) Doyen,“'®) and others have advo- 
cated the use of an indwelling ureteral 


catheter following operation. From a study 
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of the collected cases, however, it does not 
appear that this materially affects the post- 
operative drainage of urine. We have used 
this ureteral catheter post-operatively in 
four cases, but do not believe it necessary. 
In two of these four cases, there was no 
drainage of urine from the vagina; in one 
there was leakage of urine for six days; and 
in the fourth there was drainage for seven 
days before death resulted from peritonitis. 
In the two remaining cases the ureteral cath- 
eter was not used post-operatively. In one of 
these there was no leakage of urine, while 
in the other urine drained vaginally for five 
days. Many authors do not state whether 
post-operative urine drainage through the 
vagina occurred or not. But from a study 
of these cases it would appear that when it 
did occur, it was not prolonged. Lower‘° 
states that there “is not likely to be” any 
leakage of urine post-operatively, and that 
some of his patients were able to leave the 
hospital three or four days after operation; 
however, in one of these cases there was 
drainage of urine for 21 days—the longest 
time reported. Barney and Chute) have 
reported that in those patients whose ureter- 
al stones were removed through one of the 
abdominal routes, “the urinary fistula per- 
sisted an average of 16 days.” It is clear 
that the period of urinary drainage follow- 
ing vaginal ureterolithotomy compares most 
favorably with that which follows the re- 
moval of these stones through any other in- 
cision. 

The likelihood of a permanent urinary 
fistula following the operation has apparent- 
ly been exaggerated. Young“ refers to 
“the frequent persistence of fistulae after 
the vaginal incision”; yet this did not occur 
in any of the 80 cases studied. In Cabot’s 
case ‘) it appears that a functionless pyo- 
nephrosis existed on the same side of the 
ureteral stone; for the moment the stone was 
removed there was a gush of pus from above. 
He introduced a rubber tube into the ureter 
through the vagine and left it in place for 
some time; after removal there was no tend- 
ency for the opening to close, and there 
was a constant, moderate discharge of pus 


Management of 
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through it; but no urine ever came through 
the fistula. 

Mortality: In the 80 cases of vaginal 
ureterolithotomy thus studied, there were 
four deaths, only two of which seemed to be 
directly attributable to the operation. One 
case was reported by Munde, who made no 
statement as to the actual cause of death. 
The other case was the fourth of our series 
in which death from peritonitis resulted 
from inadvertently opening the peritoneum. 
One of Kelly’s patients died some years after 
the operation, but autopsy revealed that 
death was due to intra-abdominal adhesions 
incident to opening the abdomen at the time 
of the vaginal ureterolithotomy. This death 
should be attributed to the abdominal oper- 
ation rather than to the vaginal. A patient 
reported by Jaboulay also died, but in this 
case he performed pyelonephrotomy in ad- 
dition to vaginal ureterolithotomy. Un- 
doubtedly this more formidable procedure 


contributed to this death. 
Comment 


Those who have had experience with 
vaginal ureterolithotomy commend it as the 
most satisfactory operation. It is admirably 
suited in obese, parous individuals. The con- 
sensus of opinion is that this operation 
should be reserved for those cases in which 
on vaginal examination the stone is readily 
palpable and there is sufficient relaxation to 
permit adequate exposure. The procedure 
of incising the hymen in several places or 
making an incision through the muscles of 
the pelvic floor extending to the tuberosity 
of the ischium is not particularly attractive. 
The operation should not be undertaken until 
after cystoscopic manipulation has been 
tried. The ease with which the operation 
can be accomplished to both operator and 
patient should justify its use earlier in the 
treatment of lower ureteral stones in women 
rather than prolonged cystoscopic treat- 
ments when little progress is being made. 
This is particularly true in those cases in 
which a severe infection is present and 
eystoscopic maipulations are poorly toler- 
ated. In such patients the operation may 
be truly life-saving. 


Conclusions 


On a basis of personal experience with six 
such operations and from a study of 74 cases 
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reported in the literature, the following con- 
clusions, which are in accord with the views 
expressed by Lower, may be drawn: 

1. Vaginal ureterolithotomy is a compar- 
atively simple method of removing a stone 
from the lower ureter, a location which 
makes other methods difficult. 

2. It should be reserved for those cases 
in which stones are readily palpable on 
vaginal examination and in which there is 
sufficient vaginal relaxation to assure ade- 


quate exposure. 

3. It affords dependent drainage should 
urinary leakage occur. 

4. The possibility of a permanent uretero- 
vaginal fistula seems to have been exagger- 
ated. It did not occur in these 80 cases. 

5. An external incision with the attend- 


ant possibility of hernia is avoided. 
6. The period of convalescence is short- 


ened. 
Discussion 


DR. HAMILTON W. McKAY (Charlotte): I can’t 
add anything to what the author of this paper has 
said. I have had a very limited experience with 
vaginal ureterolithotomy—three cases only—in all 
of which I used the technique which Dr. Cobb has 
outlined and advocated, making the incision directly 
over the line of the ureter when the stone is dis- 
tinctly palpable in the vagina, All three of these 
cases made an ureventual recovery. 

I do want to bring to your attention and to con- 
demn prolonged cystoscopic operative procedures in 
the removal of stone from the intra-ureteral por- 
tion of the ureter. You ask me why I condemn 
that procedure. If you remember the anatomical 
relationship of the cervix, the bladder, and the 
ureter, you know that the lower ureter is richly 
supplied with lymphatics. It is a misnomer to use 
the term “cystoscopic manipulation” in connection 
with the modern operative instruments used with 
the cystosecope upon a stone that fits snugly in the 
lower ureter. The mucous membrane is usually 
broken. Infection enters through the lymphatics 
causing a supperative nephritis which often ends in 
death. 

I think the author has shown what fine surgery 
is being done in Madison County and in all parts 
of North Carolina. This is the second time I have 
heard Dr. Cobb speak on this subject, and I am 
tremendously interested in the fact that he is popu- 
larizing an operation that is essentially practical. 


DR. D. J. ROSE (Goldsboro): I would like to 
thank Dr. Cobb for a very interesting paper. Every- 
body who practices medicine will sooner or later 
have patients with stones in the pelvic portion of 
the ureter. 

Anything that I might say relative to the vaginal 
route for removing stones in the pelvic portion of 
the ureter is information which I obtained first- 
hand from Dr. Cobb, and I am very grateful for 
this valuable information. 

I have had six or eight cases of vaginal ureter- 
orolithotomy since Dr. Cobb allowed us the privilege 
of seeing how this operation was done. In this small 
series I have not had a complication: no urinary 
drainage, no hemorrhage, no infection, and nv 
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deaths. I know of no operation which makes a sur- 
geon feel better this this operation. 

There are two or three things which Dr. Cobb 
has rapidly mentioned which I would like to call to 
your attention as it was taught to me by him. 
One thing is that you must have free access to the 
upper vault of the vagina. Another is that good 
visibility is necessary. For that reason I do the 
operation as it was taught me by Dr. Cobb, but I 
do not use any dyes. I have been injecting into 
the introitus of the vagina a small amount of ade- 
nine chloride. This gives, I think, a little better 
visibility. Then, as Dr. Cobb said, a blunt hook 
or Allis forceps is passed around the ureter above 
the stone. 

I certainly would not take issue with the author 
of this paper, but there is one thing that I believe 
is an advantage, certainly to me, and that is the 
handling of the ureter with a finger. You can evalu- 
ate the pressure or the pull that you have on the 
ureter better with your finger; and by having your 
finger above the stone you can prevent the stone 
from slipping back up the ureter. 


A CASE OF AINHUM TREATED BY 
LUMBAR SYMPATHETIC 
GANGLIONECTOMY 


COMPLETE BIBLIOGRAPHY 


R. B. MCKNIGHT, M.D. 
CHARLOTTE 


Case Report 


A colored male laborer, age about 45, was 
referred to me through the courtesy of Dr. 
A. G. Brenizer. His history was irrelevant 
except for the condition of his feet. There 
had been no other similar condition in his 
family to his knowledge. He did not know 
exactly when the trouble began, but it was 
evidently about a year before admission. 
Although an illiterate negro, he described 
the onset clearly by stating that it looked 
and felt as if a string had been tied tightly 
around the base of each little toe. About 
three months before admission both little 
toes had become gangrenous and had “fallen 
off”. The process had involved a second toe 
on each foot with a similar onset. These, 
too, had fallen off, leaving in each instance 
a foul, ulcerating base. At first there had 
been some pain, which subsided as the 
process extended and the affected toes lost 
most of their sensation. When the patient 
was seen, there was some annoying, but not 
severe, pain. 

Examination revealed a well developed, 
sturdy negro male. Findings were entirely 
negative except for the feet. On the right 
foot the middle and little toes and on the 
left the fourth and little toes were missing, 
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leaving ulcerated bases from which was pro- 
jecting in each instance some necrotic bone. 
The odor was quite offensive. With the ex- 
ception of callouses, expected in a colored 
laborer and not as marked as sometimes seen, 
the feet were otherwise negative. Pulsation 
in the dorsalis pedis arteries, as well as in 
other palpable arteries, was normal. Blood 
pressure was within normal limits. Sero- 
logical reactions for syphilis were negative. 
Urinalysis and blood sugar were normal. 
There was no evidence or history of tuber- 
culosis. ‘Thermocouple studies of the skin 
temperatures before, during and after arti- 
ficially induced fever showed no impairment 
of the circulation in either the feet or the 
unaffected toes, eliminating, of course, cal- 
loused areas. In other words, he was ap- 
parently a healthy normal man, except for 
the above findings. 

We were at a loss in diagnosis. Debride- 
ment of the areas followed by conservative 
treatment (hot applications of boric acid 
solution, etc.) did not lead to any appreciable 
improvement. After ten days the economic 
phase of the case led us to perform sympa- 
thectomy and ganglionectomy of the lumbar 
sympathetic trunks. Under spinal anesthesia, 
using the transperitoneal approach, resec- 
tion of the second, third and fourth lumbar 
sympathetic ganglia and the intervening 
trunks with section of the communicating 
rami, was performed. Postoperative con- 
valescence was entirely unincidental. The 
temperature of both lower extremities was 
raised several degrees, the ulcerated areas 
healed with remarkable rapidity, and the 
patient was dismissed from the hospital after 
two weeks to go to his home in a neighbor- 
ing town. We still had not made a diag- 
nosis! 

On an occasion some nine or ten months 
later, when perusing a text on the Practice 
of Medicine, my eye fell on a short para- 
graph entitled “Ainhum”. The diagnosis 
then dawned upon me, as the man’s story, 
and to a large extent his clinical course, were 
classical. Efforts were made to trace him 
for a check-up and photographs of his feet, 
but to no avail. I learned subsequently that 
he had served a term on the chain gang at 
hard labor for running afoul of the law. All 
efforts to make contact with him have failed. 


1. da Silva Lima, J. F.: Estudo sobre o ainhum, 
Gaz. Med. de Bahia, No. 1, 1867. (Quoted 
by various authors), 
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Ainhum 


Ainhum was first described by da Silva 
Lima“) of Brazil in 1867, although Messum 
in 1821 reported a case in the Lancet), 
and Clark in 1860 reported a case of “Dry 
Gangrene of the Little Toe”). In Brazil it 
is called ‘‘ainham” or ‘“quiglia” and the 
Hindoo name is “sukha pakla’”, meaning dry 
suppuration“. Bloom and Newman, quoting 
Rowens, state that the name ainhum is de- 
rived from the Yorulia dialect and means 
“a saw or file.’ Matas‘ claims its origin 
is in Brazil and means a “fissure”. Howard 
Fox has heard the name ainhum used by the 
Nagos, the African Negroes, among whom 
this condition is most frequently found, and 
he has chosen the name from all other names 
he heard because it designates best the mor- 
bid process and the natural termination of 
the malady—namely, the slow separation of 
the affected toe.) 

The disease, also called ‘‘dactylolysis spon- 
tanea’”’, is a tropical or semi-tropical disease, 
chronic in nature, affecting chiefly males, 
and occuring usually in dark skinned races. 
(Grschebin, however, reported a case in an 
18 year old Russian.) It is characterized 
by spontaneous amputation of the fifth toe, 
with involvement, in some cases, of the 
fourth toe, and very rarely of others. A 
constricting band, or line of demarcation, 
gradually forms at the proximal interphalan- 
geal joint, usually of the fifth toe, deepening 
its furrow until complete amputation occurs. 
This is often the only evidence of the disease 
and is pathognomonic. ‘*? 

The etiology is obscure. Numerous etiolo- 
gies have been proposed: leprosy, injuries, 
chiggers, trophoneurosis, scleroderma, 
heredity, syphilis, yaws, wearing of toe rings, 
infection, and so on. None are satisfactory, 
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Philadelphia, W. B. Saunders, 
1900. 
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except, perhaps, for individual cases. Well- 
man), Makel‘), Weinstein“, Bloom and 
Newman) and others have offered excellent 
critiques of the various etiological sugges- 
tions. Horwitz and Tunick"!), Weinstein“ 
and other observers have noted the fre- 
quency in familial occurrences. 

The pathology may be considered from 
two view points: the primary lesion and 
secondary results. Babler“*), quoting Unna, 
considers it a primary degeneration of the 
epidermis—a sort of ring-formed scleroder- 
mis, with callous formation of the epidermis, 
leading to secondary total stagnation necro- 
sis. From a roentgenologic standpoint, 
Friedman“) considers it probably a trophic 
lesion with atrophy and destruction in the 
distal phalanges. The end result is what 
one would expect in a constricting process: 
ischemia and anoxemia followed by total 
tissue death, 

The diagnosis should not be difficult, as 
the constricting ring is pathognomonic of 
the disease. 

Regarding treatment, most observers agree 
that division of the constricting ring does 
not always stop the process; they also agree 
that ultimate amputation of the toe or toes 
is advisable. Some patients complain of 
severe pain, and sodium iodide intravenous- 
ly has been recommended for the relief of 
this pain“); it has no curative effect. We 
can find no report in the literature where 
surgery of the sympathetic nervous system 
has been utilized in attacking the disease. 


Incidence in North Carolina 


It is interesting to note that this patient, 
who had always lived in North Carolina, is 
the third to be reported from the state. 
Hornaday, in 1881, reported a case of ain- 
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Theories Regarding the Etiology of Goundou 
and Ainhum, J.A.M.A. 46:636-638 (Mar. 3) 
1906. 
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teresting Cases Occurring in One Familiy, 
South. M. J. 6:651-656, 1913. 

11. Horwitz, M. T. and Tunick, I.: Ainhum. Re- 
port of Six Cases in New York, Arch. Dermat. 
& Syph. 36:1058-1063 (Nov.) 1937. 

12. Babler, E. A.: Ainhum, Ann. Surg. 48:110- 
114, 1908. 

13. Friedman, L. J.: Roentgen Findings in Ain- 
hum, Am. J. Roentgenol. 31:349 (Mar.) 1934. 

14. Irgang, S. and Alexander, F. R.: Iodine 
Therapy for Relief of Pain in Ainhum, Arch. 
Dermat. & Syph. 30:508-509, 1934. 
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hum in a 10 year old negro girl.“) He also 
cited a previous report by Pitman of a case 
in an adult negro male. Royster recently 
told me he had seen and treated, but had 
not reported, a case of ainhum in a colored 
man some thirty years ago in St. Agnes Hos- 
pital, Raleigh, N. C.4® Bloom and New- 
man’s case, seen in the dermatologic clinic 
of Bellevue Hospital, was a 39 year old 
negro man who had been born in North Car- 
olina and had lived here for twenty-seven 
years before going to New York.) Cases 
have been reported from Philadelphia and 
Canada in negroes of North Carolina an- 
tecedents.() While this disease is a tropical 
or semi-tropical malady, occurring chiefly in 
Africa, Brazil and India, it may occur else- 
where in temperate climates or even in 
cold climates. It seems that more afflicted 
negroes have been reported from North Car- 
olina directly, or from North Carolina an- 
tecedents, than from the other Southern 
states, except, perhaps, the Gulf states. 

Discussion and Rationale of Sympathectomy 

While it is true that the diagnosis in this 
case was made subsequently to observation 
and treatment, there is no doubt as to its 
accuracy. The pathognomomic sign was 
stressed by the man, and there were no other 
complaints except the non-healing ulcers, 
which were undoubtedly a progress of his 
trouble. There is evidence that in some cases 
the disease is not arrested by amputation of 
the toe, but that it continues to progress. 
Such was the condition here. Efforts to se- 
cure healing of the areas within a reasonable 
time were unsuccessful; hence, in the ab- 
sence of a definite diagnosis, lumbar sympa- 
thectomy was done. The rapid recovery fol- 
lowing operation and the fact that the man 
served a chain gang term at hard labor is 
some evidence that a cure was obtained. 

I cannot say that lumbar sympathectomy 
and ganglionectomy are indicated in the 
treatment of ainhum. What would sympathy 
have accomplished in the earlier stages of the 
disease, during the constricting phase before 
the toes came off? Would it have prevented 
extension of the process? I do not know the 
answers, but do believe the second question 
can be answered in the affirmative. I have 
performed lumbar sympathectomy and gan- 
glionectomy for thrombo-angiitis obliterans, 


(15.) Hornaday, E. H.: Ainhum, North Carolina 
M. J. 8:116 (Sept.) 1881. 


(16.) Royster, H. A.: Personal communication. 
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Raynaud’s disease, spastic paralysis, and in- 
tractable ulcers, with results both good and 
indifferent. In this instance, however, the 
results were nothing short of phenomenal. 

Perhaps it may be contended that an oper- 
ation of so formidable a nature is hardly 
justified for such a local condition. I am not 
sure that such a contention is entirely sound. 
I used the transperitoneal approach to the 
lumbar sympathetic chain, but since have 
used the extraperitoneal route, which is a 
safer operation. Provided the surgeon will 
use care against injury to the great vessels 
(the aorta on the left and the vena cava on 
the right), localize and get the ureters out 
of the way, and observe a meticulous hemo- 
stasis, especially deep in against the vena 
cava, I see little danger in the operation. 

The rationale of the operation is reason- 
able. The physiologic response is that of 
increased blood supply to the legs by elimi- 
nating (partially at least) the vasoconstric- 
tion action of the sympathetic fibres to the 
musculature of the blood vessel walls and 
allowing thereby vasodilation, with a result- 
ing increased influx of blood. 


Summary 


1. A case of ainhum occurring in a native 
North Carolina colored man is reported. 
Another case observed previously by a col- 
league is also reported, making a total of 
four cases of this disease reported directly 
from North Carolina. 

2. Brief reviews of the incidence and na- 
ture of the disease are presented. 

3. This is apparently the first time ainhum 
has been treated by lumbar sympathetic gan- 
glionectomy. The results were all that could 
be desired. No claim is advanced that this 
form of surgery is indicated in all cases of 
ainhum, but it would seem that in advanced 
and intractable cases lumbar sympathetic 
ganglionectomy is the ideal form of treat- 
ment. 

4, What we believe to be a complete bibli- 
ography is appended. 

Bibliography of Ainhum 

(Grateful acknowledgment is made _ to 
Mrs. Helen Monahan and Mrs. Louise Pat- 
ton, Librarian and Assistant Librarian of 
the Charlotte Medical Library for their un- 
tiring assistance in the preparation of this 
Bibliography. Some texts on diseases of the 
skin have been included; references to ain- 
hum in the general medical texts are not 
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included. We believe it is about complete 
and hope it will be of service to the physician 
who is interested in this curious disease. ) 
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COD LIVER OIL TREATMENT OF 
BURNS AND WOUNDS 


PARKER C. HARDIN, M.D. 
MONROE 


During the past five years the local use of 
crude or pure cod liver oil as a wound dress- 
ing, applied alone or combined with petro- 
latum or honey in ointment form, has at- 
tracted much favorable attention among 
European clinicians. The excellent results 
achieved by this method in the treatment of 
burns and clean and infected wounds of all 
types have been emphasized in nearly seven- 
ty foreign papers reporting studies involv- 
ing approximately 17,000 patients. But the 
appearance of only a dozen papers in the 
American literature suggests that this wide- 
ly useful therapeutic procedure is still com- 
paratively unknown or untried in this 
country. 

This paper is based on observations made 
in the treatment of 84 cases with cod liver 
oil at the Ellen Fitzgerald Hospital. Hav- 
ing first used cod liver oi] as an external 
dressing three and a half years ago, the 
author was so favorably impressed with its 
advantages that he has employed it exten- 
sively and with satisfaction in an increasing 
variety of surgical conditions during the past 
two years, and believes that it merits wider 
recognition by American surgeons. 


Historical Review 


The fat of all fishes including the cod, to- 
gether with honey, is mentioned by Pliny in 
the first century as an efficient cure for 
wounds, according to Lucke“) ; and Schaer‘) 
states that crude cod liver oil has long been 
used empirically by fishermen for treating 
wounds, frostbites, and skin lesions. As early 
as 1922 Heald“) employed cod liver oil in 
treating injuries, burns, and infected wounds 
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with considerable success at the Royal Free 
Hospital. Between 1925 and 1929 a cod liver 
oil ointment called “‘Desitin-salbe” was used 
and recommended by Welkenbach“, Lauer- 
bach), Plankensteiner“, Glasenwald“ and 
others in Germany. But the practical de- 
velopment and widespread acceptance of 
modern cod liver oil wound therapy origi- 
nated in the work of William Lohr of Magde- 
burg. In December, 1932, Lohr‘*) first re- 
ported his astonishing success in the treat- 
ment of burns, ulcers, abscess cavities, os- 
teomyelitis, infected wounds, and various 
pyogenic skin infections with an ointment 
composed of crude cod liver oil and petro- 
latum (Unguentolan) and with plaster of 
Paris bandages. 


Bactericidal Properties of Cod 
Liver Oil 


That many fats have high antiseptic power 
which is directly proportional to their un- 
saturated fatty acid content has long been 
known. Cod and halibut liver oils are large- 
ly composed of unsaturated fatty acids, and 
rank among the best antiseptics. Lohr‘? 
found that cod liver oil is sterile, and that 
staphylococci, streptococci, and B. coli are 
destroyed by cod liver oil in four days. Even 
tubercle bacilli are readily killed by the oil. 
Tumanskiy and Jacevitch””) later showed 
that the growth of streptococci in sterilized 
and non-sterilized cod liver oil ceases in one 
hour and that staphylococci stop growing in 
six hours, whereas these same organisms 
grow for fifteen days in sterile petrolatum 
alone. 
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Cod Liver Oil Treatment of Burns 


In numerous papers Lohr!) has re- 
corded remarkable results in the cod liver 
oil-plaster cast treatment of several thou- 
sand cases of burns aiid assorted wounds. In 
nearly a thousand cases of extensive first, 
second, and third degree burns he reports a 


mortality of only 8 per cent. 

Lohr found that cod liver oil did not in- 
fluence the primary shock, but was unusually 
effective in controlling secondary infection. 
In fresh burns very little debridement is 
done. A thick layer of ointment is spread 
on the burned area, and the part is immedi- 
ately encased in a light plaster cast which 
is usually not removed for fourteen days. 
The ointment melts and the oil thoroughly 
permeates all necrotic tissues. The toxicity 
of the organisms is greatly reduced, if not 
entirely destroyed by the oil. At first there 
is tremendous activity with massive secre- 
tion of pus, which soon leads to separation 
of all necrotic material. Early demarcation 
occurs between the dead tissue and the 
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healthy fresh granulations, which develop 
underneath with surprising rapidity. Areas 
still unhealed after removal of the plaster 
are treated with cod liver oil salve and 
bandaged. Large third degree burns are 
first treated with the ointment spread on 
sterile towels, and the application of the cast 
is delayed until secretion has lessened. Ex- 
tensive ulcerating third degree burns often 
heal in fourteen days, healthy granulation 
and epithelization advancing rapidly. The 
ointment and plaster treatment is equally 
applicable to old, dirty, chronically infected 
ulcerating burned areas. In 122 cases of 
severe second and third degree burns thus 
treated no skin grafting was required; and 
Lohr did not once resort to skin grafting in 
the cod liver oil treatment of burns over a 
three and a half year period. In reference 
to this Lancet?) comments: doubts 
whether such success has attended any other 
method.” 


Cod Liver Oil Treatment of Wounds 


Lohr’s brilliant success in the cod liver oil 
ointment-plaster cast treatment of clean and 
infected wounds of the most varied types is 
due not only to the antiseptic properties of 
the oil, but primarily to its stimulating effect 
on granulation and epithelization resulting 
in a remarkable regeneration of all sorts of 
tissue defects. By the use of cod liver oil 
and rest he substitutes tissue regeneration 
for extensive debridements and reconstruc- 
tive plastic operations. 

The method is especially applicable to ex- 
tensive crushing injuries — where more 
tissue can be preserved—and to compound 
fractures, gunshot wounds, war wounds, 
postoperative wound cavities such as result 
from wide excision of malignancies, and to 
any injury where there remains an exten- 
sive tissue defect which had best not be 
closed by primary suture. In such cases, 
after the usual soap and water cleansing 
with a minimum of debridement, the wound 
is left unsutured, filled with the ointment, 
and dressed infrequently. Whenever practic- 
able a cast is applied which is not removed 
for two weeks, after which time the wound 
is generally found healed. 

This treatment is not applicable to acute 
inflammatory lesions, or to badly soiled 
wounds or gas bacillus infections. Here the 
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usual measures of drainage, excision, sul- 
fanilamide, and application of disinfecting 
agents or hot moist dressings are first indi- 
cated to overcome the infection. After this 
preliminary treatment cod liver oil therapy 
is applied to the wound or abscess cavity as 
in clean wounds. 

Abscess cavities, amputation stumps, in- 
fected postoperative and other deep open 
wounds fill more quickly with granulations, 
epithelize more satisfactorily, and heal more 
rapidly with cod liver oil therapy than with 
any other method. In no type of wound is 
this excellent agent more widely useful than 
in the treatment of chronic, sluggish, non- 
progressive wounds such as ulcerations from 
burns or other causes, varicose ulcers, and 
bedsores. Within a few days pale, station- 
ary, discharging, infected granulations may 
be transformed into clean, fresh, healthy, 
activity and grow with unusual rapidity. 

Of course syphilis, diabetes, circulatory 
disease, erysipelas, cellulitis and lymphangi- 
tis, as well as pyccyaneous and gas infection 
must be adequately treated before local cod 
liver oil therapy can be effective. Anemia 
must be corrected, and consideration must 
be given to all measures for improving the 
patient’s general condition if best results are 
to be secured. 


Possible Role of Vitamins 


The beneficial effect of cod liver oil or 
other vitamin ointments applied locally is 
attributed by most investigators to their 
vitamin A and D content. It is well known 
that vitamin A administered orally exerts a 
protective and regenerative influence on epi- 
thelium, especially on mucous membranes. 
But little is known about the actual relation- 
ship of vitamins to the therapeutic action of 
cod liver oil used locally. It is tempting to 
accept the hypothesis that the results are due 
to vitamin A contained in the oil, but it is 
not yet evident what part the vitamin plays. 


Types of Cases Treated in Present Series 


Our series of 84 wounds and burns treated 
with cod liver oil comprises the following 
types of cases: 

21 amputation stumps: 1 femur, 3 tibia and fibula, 
2 humerus, 1 radius and ulna, 4 metacarpal or meta- 
tarsal, 10 phalanx. 

6 compound fractures; metacarpal, metatarsal, or 
phalanx. 

1 severe multiple compound fracture skull. 

9 primary major burns: second or third degree. 
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6 very large ulcerating areas: 3 old burns, 2 
chronic undermining ulcers, 1 pressure sore under 
cast. 

8 deep wounds: penetrating, gunshot, postopera- 
tive, or abscess cavity. 

1 acute osteomyelit's tibia. 

3 chronic osteomyelitis: 1 metatarsal, 2 phalanx. 

2 postoperative infected pilonidal cyst cavities. 

3 varicose ulcers, chronic. 

1 severe avulsion entire skin of penis. (To be 
reported). 

1 carbuncle wound following circular excision. 

22 assorted clean and infected open wounds and 
abscesses. 


Practical Considerations 


Cod liver oil is most curative when applied 
alone, but must usually be combined with 
petrolatum to form an ointment which has 
more body. After various trials we have 
found the combination of 50-70 per cent cod 
liver oil in autoclaved petrolatum to be most 
universally effective. The oil itself should 
not be sterilized, since this destroys the vita- 
mins. It should be very thoroughly mixed 
with the vaseline. In this study pure com- 
mercial cod liver oil has been used. This is 
produced by chilling out the stearin and cer- 
tain other fats from the crude oil, and filter- 
ing. The commercial product varies in vita- 
min A content from 400 to 2100 units per ce. 
For best results the higher vitamin content 
oils should be employed. Crude cod liver oil 
is the non-desterinated oil obtained from 
fresh cod livers. It is not readily available, 
but better results have been reported with 
crude oil than with the more commonly 
known pure commercial product. In the 
present series plaster of Paris casts have 
not generally been employed. Lohr empha- 
sizes the importance of such plaster band- 
ages, and in the future we plan to use them 
more often. 


Case Reports 


Case 1. L. O. K., a 49 year old refinery foreman 
critically burned over approximately 41 per cent of 
the body(23) when a blow torch ignited his clothing 
on September 30, 1935, was seen immediately after 
the accident; and for a time did well under tannic 
acid treatment. Before the end of the third week 
the coagulum separated from the second and third 
degree burns of the entire face and neck, both arms 
and hands, medial left buttock, thigh and leg, and 
entire perineum. These eventually healed with little 
infection but with considerable scarring. Because 
the coagulum remained densely adherent, it was 
excised surgically from the entire lower right ex- 
tremity on the twentieth day. Figures 1 and 2 are 
photographs of this area taken the next day show- 
ing the entire limb except the upper anterior thigh, 


23. Berkow, S. G.: A Method of Estimating the 
Extensiveness of Serious Burns (and Scalds) 
Based on Surface Area Proportion, Arch. 
Surg. 8: 138, 1924, 
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ankle and foot involved in a very deep fourth and 
fifth degree burn. The tendon of the biceps femoris 
is clearly exposed. 

Treatment of this extensive deep ulcerating area 
of approximately 3% square feet now presented a 
serious problem. Lack of facilities precluded the 
use of a continuous saline bath. Open air treat- 
ment under a lighted tent caused unbearable pain; 
and the agony accompanying boric ointment dress- 
ings for forty-eight hours indicated that some other 
therapy was imperative. The writer then tried cod 
liver oil for the first time in his experience. High 
vitamin commercial cod liver oil was mixed with 
sterile petrolatum as a 50 per cent ointment and 
liberally applied to the wound on large gauze 
squares, and the entire limb was wrapped in sterile 
towels. Every eight hours cod liver oil was poured 
on the gauze, and the dressings were changed every 
forty-eight hours. 

The immediate relief from pain afforded by this 
measure was striking. The oil saturated gauze never 
adhered to the wound, dressings were changed with- 
out pain, and the patient was comfortable and con- 
tented. In remarkably short time all sloughs sepa- 
rated; the wound was converted into a clean ruddy 
surface covered with healthy granulations, and was 
deemed ready for skin grafting nine days after cod 
liver oil therapy was started. The family delayed 
grafting for five weeks; but on the sixty-sixth day, 
using Blair’s suction retractor and special graft- 
cutting knife(24), ninety square inches of thick split 
skin grafts were taken from the patient’s left thigh 
and applied to the medial and lower anterior right 
thigh, entire knee and popliteal space, and part of 
the medial and anterior leg. A 100 per cent suc- 
cessful “take” resulted. Cod liver oil therapy was 
continued meantime, and two and a half months 
later at a second operation eighty-seven square 
inches of thick split skin grafts were transferred 
to the right buttock, posterior thigh, and parts of 
the leg with a 95 per cent successful “take”. 
Further surgery being refused, cod liver oil treat- 
ment was continued at home. 

The patient walked after eight months. Figures 
3, 4, 5, and 6 show him completely healed with ex- 
cellent function after nine months. He returned to 
his former occupation after ten months with a 5 per 
cent disability rating for slight heel cord shortening 
which soon disappeared under treatment. A recent 
letter states that he is in perfect health and work- 
ing. There is some occasional itching and discom- 
fort in the tannic acid scars, but no complaint from 
the right lower extremity treated with cod liver oil 
and skin grafting. 

(Case 2. W. N. B., a married woman of 22, was 
seen in consultation with Dr. Oren Moore of Char- 
lotte to whom she had been referred nine months 
before; at that time she was seven months pregnant 
and was suffering from a severe chronic progressive 
undermining ulceration of the abdomen which had 
developed from a simple appendectomy performed 
elsewhere four months previously. When first seen 
by Dr. Moore she was delirious, a morphine addict, 
and a complete physical wreck. Following delivery 
by Dr. Moore she improved greatly, was cured of 
her morphinism, and after three weeks hospitaliza- 
tion went home with two special nurses. There the 
ulcer was treated with Dakin’s solution and she 
gained 18 pounds, but returned after two months in 
much worse condition than before. 

She then showed an ulcer larger than a square 
foot in area involving the ventral wall of most of 
the lower abdomen with deeply undermined suppu- 


24. Blair, V. P. and Brown, J. B.: The Use and 
Uses of Large Split Skin Grafts of Inter- 
mediate Thickness, Surg., Gynec. and Obst. 
49; 82 (July) 1929, 
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Figs. 1 and 2. Appearance of right lower extremity 
24 hours after surgical excision of adherent 
tannic acid coagulum. 


Figs. 3 and 4. Final result at 9 months. Note in- 
creased scarring of lower leg which was not grafted 
compared to upper grafted areas. Compare with 


Fig. 1. 


rating edges and sinuses extending to the right flank 
and under the pubic bone. This large ulcer had de- 
stroyed all tissues down to muscle including the 
fascia, exposing most of the right iliac crest, and 
it was bathed in pus. Suffering agony, again an 
addict, and toxic with high septic fever, she was in 
a desperate condition. Repeated blood cultures were 
negative; wound cultures taken throughout her ill- 
ness always showed staphylococcus aureus; unfor- 
tunately anaerobic cultures were not obtained. Dia- 
betes and syphilis were ruled out. 

For two weeks the wound was dressed with bis- 
muth violet, but the ulceration progressed until Dr. 
Moore performed wide cautery excision of the en- 
tire diseased tissue. This stopped the progress of 
the ulceration, but bismuth violet, Dakin’s solution, 
saline and peroxide irrigations, staphylococcus vac- 
cine, and Thiersch grafting accomplished practically 
no healing during the next five and a half months, 
and the wound edges again became deeply under- 
mined. Anorexia and anemia developed despite 
repeated blood transfusions, wound dressings caused 
frightful pain, and her condition steadily deterio- 
rated. Figure 7 shows the ulceration soon after 
operation by Dr. Moore before, emaciation became 
marked. 

When the patient was first seen with Dr. Moore 
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absence of contracture about knee joint. 
Fig. 6. Note smooth healing of thick split skin 
grafts. Compare with Fig. 2. 


at the Presbyterian Hospital on February 25, 1938, 
thirteen months after the ulceration began, her 
weight had fallen from 135 to approximately 70 
pounds, severe flexion contractures of knees and 
thighs were present, her morale was utterly shat- 
tered, and the wound appeared only a little smaller 
than in Figure 7. Although the outlook appeared 
hopeless, cod liver oil therapy was advised. An 
ointment of 50 per cent commercial oil in vaseline 
was spread on gauze and applied locally. Every 
twelve hours cod liver oil was poured on, and dress- 
ings were changed every two days. The result was 
miraculous. Within thirty-six hours she became 
comfortable and slept without pain for the first 
time in months. On the eleventh day she was up in 
a chair after three months in bed. Almost over- 
night the wound took on new activity and soon was 
covered with fresh, clean, healthy, red granulations. 
Large areas filled in. Within a month the size of 
the ulcer was reduced more than 40 per cent, its 
area being now about 70 square inches (Fig. 8). 
Five weeks after starting cod liver oil treatment, 
under cyclopropane, the entire area was grafted 
with thick split skin grafts, after excision of the 
granulations and cutting away overhanging edges 
over the pubis. The graft covered about 72 square 
inches. The wound had been further prepared by 
continuous saline packs for the previous forty-eight 
hours and was apparently perfectly clean. But 


probably because of persisting infection under the 
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Fig. 7. Appearance of abdomen 10 months after 
ulceration began and 1 month after wide cautery 
excision of necrotic suppurating undermining 
wound edges. 


Fig. 8. Result of one month’s treatment with cod 
liver oil ointment. Compare with Fig. 7. 


pubis and because of movement of the abdomen, 
the graft became infected, and only a 15 per cent 
“take” resulted. However, from scattered areas of 
viable graft epithelization proceeded under cod liver 
oil treatment, so that soon a third of the wound was 
healed. Subsequent grafting by Drs. Moore and 
J. Stuart Gaul and the constant use of cod liver oil 
completed the epithelization, and seven and a half 
months after cod liver oil therapy was begun the 
twenty-months-old wound was completely healed. 
No photographs were obtained. 

Unfortunately, however, some of the donor sites 
on the thighs cut too deeply at the grafting opera- 
tion became infected with the original ulcerative 
organism. In spite of many types of treatment 
these progressively ulcerated until one thigh was 
honeycombed with deep necrosing ulcers, which in 
places burrowed to the femur. In these cod liver 
oil was without effect. Because of flexion contrac- 
tures they could not be kept free of discharge and 
continued to burrow hopelessly. For many months 
the patient’s general condition improved, but she 
suddenly developed lobar pneumonia and died nine 
months after cod liver oil therapy was instituted. 
This tragic case was seen by many consultants. All 
agreed that the action of cod liver oil on the ulcer- 
ating abdomen was strikingly beneficial. 

Case 3. P. A., a 34 year old laborer was referred 
by Dr. J. J. Goudelock for appendectomy February 
16, 1988. The McBurney incision required upward 
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enlargement for removal of an immovable deeply 
placed retrocecal subacute appendix reaching to the 
liver. Operation was difficult and heavy traction 
necessary. Post-operative ileus with serious vomit- 
ing almost proved fatal, and, together with severe 
distention, caused the wound to break down. By 
the twelfth day grave infection had completely rup- 
tured the wound and destroyed the entire belly wall 
over an area 4144x2%% inches in size, within which the 
the intestines, covered with exudate, lay free. Simul- 
taneously a larger necrosing area of cellulitis de- 
veloped posterolaterally in the right flank. With 
alarming rapidity all soft tissues between the two 
wounds were destroyed down to the fascia by a 
yrrogressive undermining ulceration which spread 4 
inches under the skin deep into the right flank. 
Here a counter incision was made for drainage, and 
on the sixteenth day all wounds, including the naked 
intestines, were dressed with 50 per cent cod liver 
oil-petrolatum ointment on gauze. 

Progressive ulceration stopped immediately, infec- 
tion rapidly subsided, and excellent healing began. 
On the fortieth day the patient was discharged, and 
at home healing was completed under cod liver oil 
therapy within three weeks. (Fig. 9.) 

Some months later the extensive ventral hernia 
was successfully repaired, using Babcock’s rustless 
steel wire throughout. The scar was found widely 
adherent to the underlying intestines. Figure 10 
illustrates the final appearance of the wound twenty 
days after herniorrhaphy. The patient is now in 
good health and doing manual labor. 


9 


Fig. 9. Showing excellent healing 61 weeks after 
beginning treatment with cod liver oil ointment. 
Note large postoperative ventral hernia. See also 
counter incision in right flank indicating 
extent of the ulceration. 


Fig. 10. Final appearance after successful repair 
of large ventral hernia. 


Case 4. C. D., a 20 year old bride, alighting 
from an airplane was struck twice on the head by 
the revolving propeller blades, and sustained two 
severe compound fractures of the right parietal- 
frontal skull, with loss of at least 2 ounces of brain 
substance. Desperate emergency treatment by Dr. 
J. J. Goudelock prevented death from hemorrhage 
and shock. When seen after twenty-four hours she 
was unconscious, and the wound had merely been 
covered with sterile gauze with no attempt at any 
cleansing, debridement, or closure. The approxi- 
mate appearance of the wound is shown by Figure 
11, which is an artist’s drawing from description. 
The right wound was about 6% inches long, extend- 
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Fig. 11. Artist’s drawing from description demon- 

strating very severe compound fractures of skull 

caused by two blows of an airplane propeller. Note 

downward dislocation of right orbit and of large 

bone fragment which was freely movable between 
the two fracture clefts. 


ing from right parietal skull down through the orbit, 
malar bone, and cheek. The right eyeball was rup- 
tured posteriorly and the orbit displaced downward. 
The second was 41% inches long and parallel to the 
first, extending from about the mid frontal skull 
through the inner canthus. These two clefts of the 
skull were each 1 cm. wide and 2 inches apart. At 
least 2 ounces of lacerated brain tissue was extruded, 
and the bone flap between the fracture clefts was 
loose and movable. The left eye was normal, the 
pupil was contracted but reacted to light, the knee 
jerks were hyper-active, there were no abnormal 
toe signs, and no apparent paralysis. 

She was seen by Drs. Goudelock, James Gibbon, 
F. C. Smith, G. M. Smith, K. E, Neese, and myself. 
All agreed that they had never seen so extensive 
a cranial injury and that inevitably death would 
soon occur. It was further agreed that any im- 
mediate cleansing, debridement, or closure was con- 
tra-indicated. The usual general measures were 
pursued, and the wound was simply dressed with 
wet saline gauze and bandaged. ; 

On the third day, at my suggestion, pure com- 
mercial cod liver oil was used to saturate gauze 
which was applied directly to the lacerated brain 
substance and to the entire wound. The dressing 
was changed daily. Under this treatment the patient 
improved against all expectation. In spite of some 
neck stiffness and fever of 100-103 degrees her con- 
dition improved. By the third week she took nourish- 
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ment, regained sufficient consciousness to under- 
stand speech and obey commands, and even wrote 
legible notes to her husband, but never spoke a 
word. The wounds remained at all times relatively 
clean; there was no gross infection. The extruded 
brain soon separated; by the third week healthy 
granulations were filling the defects in skull, scalp, 
and cheek—the latter being closed by three sutures 
—and the discharge was moderate. On one occasion 
wet saline dressings were substituted for cod liver 
oil for four days, whereupon the temperature rose 
promptly to 105 degrees with a pulse of 150, and 
she rapidly grew worse. Improvement soon followed 
reestablishment of cod liver oil therapy. 

The wound continued to improve, but after the 
fourth week a fistula began to discharge clear spinal 
fluid, apparently from the right ventricle. She be- 
came increasingly comatose, developed left-sided 
tremors and weakness, and became emaciated. Al- 
though the condition of the wound continued to im- 
prove, the fistula eventually closed, and she died 
on the fifty-first day, apparently from the resulting 
increased intracranial pressure. 

This is the first case reported in this country in 
which cod liver oil has been used directly as a 
wound dressing for injured brain tissue or com- 
pound skull fracture. It was the consensus of 
opinion that this treatment reacted favorably upon 
the brain substance, hastened separation of lacerated 
extruded brain, greatly decreased infection, and 
rapidly accomplished satisfactory wound healing, 
and that death ultimately occurred after seven weeks 
from a low grade encephalitis and increased intra- 
cranial pressure. The method is recommended in 
other cases where attempted wound closure would 
certainly precipitate death. \ 

Case 5. J. S., a 62 year old farmer. was rushed 
to the hospital June 8, 1938, immediately after his 
gloved right hand had been mangled in a threshing 
machine. There were multiple compound commi- 
nuted fractures of thumb, all fingers, and three 
metacarpals (Figs. 18 and 14.) The thumb was 
nearly severed by multiple lacerations. There was 
complete avulsion of the index and middle fingers, 


.which hung only by shreds and were not viable. 


The fourth and fifth fingers were very gravely 
lacerated, while all soft tissues of the dorsum had 
been torn from the hand with extensive tissue loss, 
division of all extensor tendons, and practically 
complete disintegration of the entire hand. 

After treatment of shock and administration of 
combined tetanus and gas gangrene antitoxin, the 
patient was etherized, the extremity thoroughly 
washed with soap and sterile water, and extensive 
plastic repair accomplished, especial attention being 
devoted to minimal debridement and careful pres- 
ervation of all viable tissues. After completing the 
amputation of the index and middle fingers, all com- 
minuted compound fractures of thumb and _ fingers 
were reduced, surviving tendons sutured with silk, 
dorsal soft tissues reestablished, index and middle 
metacarpal exposed ends covered with tissue, and 
appropriate drainage was placed under the dorsal 
flap. No skin sutures were used, and the injury 
was dressed with continuous warm saline gauze 
packs, and splinted. Fever of 102 degrees on the 
second day fell to normal] on the fifth day; no in- 
fection occurred. 

On the fifth day the wound was liberally dressed 
with 50 per cent cod liver oil-vaseline ointment 
saturated gauze, and the patient discharged. The 
hand was dressed in the 0. P. D. for ten weeks, 
and healing was complete after several months, 
(Figs. 15, 16, and 17.) There is good motion of 
thumb and fifth finger, which can be approximated, 
giving a useful hand with which he is able to plow. 
Considering the gravity of the injury this is an ex- 
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Fig. 13. Showing extensive soft tissue destruction 
and practically complete disintegration of hand. 


Fig. 15. Final result 6 months after repair and 
treatment with cod liver oil ointment. Note cover- 
mg of dorsum of hand and of metacarpal ends. 


Compare with Figs. 12 and 13. 


cellent result, and must be attributed largely to 
cod liver oil. 

Case 6. Mrs. L. R., age 83, was referred on 
January 17, 1938, by Dr. C. A. Bolt of Marshville, 
fifteen days after sustaining severe second and third 
degree burns of approximately 17 per cent of the 
body when her gown ignited from the fireplace. 
The burns involved much of the posterior thighs 
and perineum, the entire buttocks, and most of the 
lumbar back. No debridement was done by Dr. 
Bolt, but cod liver oil gauze dressings were applied 
every forty-eight hours. On admission she appeared 
vigorous and had little pain; the burned areas were 
fairly clean and showed many islands of healthy 
granulation, but some crusting and discharge. 

She was placed on her abdomen under a burn 
tent and dressed every two days with 50 per cent 
cod liver oil-vaseline ointment on gauze. The daily 
temperature ranged from 97-100 degrees, falling to 
norma) after the eighth day. Seven weeks after 
being burned she was up in a wheel chair, and went 
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Fig. 14. Roentgenogram of hand. 


Fig. 16. Final appearance of palmar surfaces 
of hand. 


Fig. 17. Illustrating good functional result. There 
is good movement of thumb and fifth finger. Note 


ankylosis of fourth finger. Compare with Fig. 13. 


home healed after eight weeks. Figure 18 shows 
the burns some days before discharge, and Figure 
19 reveals only moderate scarring after fourteen 
months. There is occasional discomfort in the right 
scars; but the progress and recovery of this severely 
burned 83-year-old woman under cod liver oil 
therapy was considered remarkable. 

Case 7. G. N., a 35 year old farmer with ar- 
rested pulmonary tuberculosis, received first degree 
burns of the face and severe second and third de- 
gree burns of the neck, shoulders, extensor surfaces 
of both arms and hands, both knees, and dorsum 
of both feet, involving about 16 per cent of the 
body surface, when exposed for about forty seconds 
to reflected heat under the roof of his burning barn 
on November 10, 1938. He was treated by Dr. K. 
E. Neese, who immediately applied 50 per cent cod 
liver oil-petrolatum ointment without debridement. 
When referred by Dr. Neese twelve hours after the 
accident his Hgb. was 110, and all the burns except 
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Fig. 18. (Case 6) Appearance of burns after 6 
weeks of cod liver oil treatment. Epithelization 
nearly complete. 


Figs. 20 and 21. (Case 7) Showing excellent heal- 
ing with minimal scarring 9 weeks after burn. 


the face were covered with large blisters from 
which he had already suffered considerable fluid 
loss. The vesicles were aseptically opened, dead 
skin was excised, and the areas were washed with 
boric solution. Cod liver oil salve on gauze was 
continued and changed every two days. Consider- 
able infection occurred and fever reached 102.8 de- 
grees, but fell to normal on the thirteenth day. 
Sloughs soon separated and granulation was rapid. 
He was discharged on the nineteenth day, and the 
few remaining deeply burned areas on the right 
shoulder and forearm healed under bismuth violet 
by the twenty-fourth day. This patient’s burns 
healed very rapidly in spite of infection. Figures 
20 and 21, taken after nine weeks, show minimal 
scarring. Four months later, however, severe keloids 
had formed over the right shoulder and forearm. 
Case 8. E. Y., a 20 year old negro farmer, rolled 
into the fireplace while intoxicated and sustained 
severe first, second, and third degree burns of the 
left hand, wrist, forearm, and most of the left 
abdomen—altogether about 12 per cent of the body. 
Dr. J. W. Ormand opened all blisters, removed the 
burned skin, and applied 50 per cent cod liver oil- 
petrolatum ointment covered with waxed paper. 
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Fig. 19. (Case 6) Final appearance 14 months after 
burn. Note slight scarring and absence of keloid. 
Compare with Fig. 18. 


Fig. 22. (Case 8) Appearance after 4 months, 
showing very little scarring considering depth 
and extent of the burn. 


Some infection developed after the fifth day, but 
was controlled by wet magnesium sulphate dress- 
ings for forty-eight hours, and the burns healed 
well. He was discharged after six weeks and was 
entirely healed in seven weeks. Figure 22 shows 
the —— final result photographed after four 
months. 


Comment 


In the limited time available it is impos- 
sible to discuss the admirable results secured 
with cod liver oil in practically all of the 84 
cases on which this study is based. But it 
is hoped that these few representative cases 
presented in detail have demonstrated many 
of the advantages of the cod liver oil method. 
Suffice it to state that our experience in this 
series strongly confirms the majority of the 
claims made by other investigators. 

Of course cod liver oil ointment is no 
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panacea for all the evils encountered in the 
process of wound healing. In certain rare 
instances the method may prove ineffective. 
Exuberant granulations at times require 
trimming and the application of silver ni- 
trate. Occasionally it is best to change to 
bismuth violet or Bettman’s 5) oxyquinoline 
scarlet R. ointment, or to use hot wet saline, 
boric, or magnesium sulphate dressings for 
a while. Whenever indicated, skin grafting 
should be employed without delay. 

The disadvantages are few and relatively 
unimportant. In treating extensive burns 
or ulcerations large amounts of the ointment 
are needed, and the expense is considerable. 
But, as Lohr points out, the additional cost 
is more than compensated by the patient’s 
more rapid healing and return to health. In 
our experience the disagreeable odor of fish 
oil, though occasionally objectionable, has 
not proved seriously unpleasant to the 
patient. This is easily controlled by sprink- 
ling a few drops of turpentine on the dress- 
ings. Rancidity seldom occurs, since the 
ointment is self-sterilizing and keeps indefi- 
nitely in dark containers; and even rancid 
oil does not harm the wound. No ill effects 
have been reported from hyper-vitaminosis. 
Irritation and maceration of the skin do not 
occur. 

Summary and Conclusions 


1. Results with this method are described 
in case reports, including the first record of 
the use of cod liver oil on the naked brain 
in this country, the first cure of chronic pro- 
gressive undermining ulcer of the abdomen 
with cod liver oil to be reported, and the 
first successful application of cod liver oil 
ointment to the intestines to appear in the 
literature. 

2. From a study of 84 cases consisting of 
75 assorted clean and infected wounds and 
9 fresh major burns treated by the writer 
and other members of The Ellen Fitzgerald 
Hospital staff it is concluded that as a rule 
more tissue is saved, infection is better con- 
trolled, tissue regeneration is more acceler- 
ated, less scarring occurs, pain is more com- 
pletely eliminated, hospitalization is shorter, 
and a better final functional result is 
achieved by the use of cod liver oil-petrola- 
tum ointment than with other methods of 
therapy. 

25. Bettman, A. G.: A Simpler Technic for Pro- 


moting Epithelization and Protecting Skin 
Grafts, J.A.M.A. 97: 1879 (Dee, 19) 1931, 
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3. These conclusions apply especially to 
the treatment of wounds, in which the au- 
thor’s observations have fully convinced him 
that cod liver oil offers a superlative method 
of therapy universally applicable to the 
treatment of wounds of practically every 
variety. 

4. During the three and a half years in 
which this method has been employed by the 
writer, in no single case has it been necessary 
to use Dakin’s solution on any wound—cod 
liver oil ointment combined with the judi- 
cious use of hot saline applications having 
displaced this procedure. 

5. It is emphasized that external cod liver 
oil therapy is contra-indicated in the pres- 
ence of acute infection. Its employment in 
the hope of combating such infection is con- 
demned. Only after active infection has 
been controlled by means of all commonly 
accepted surgical measures will cod liver oil 
be effective. 

6. Our small series of 9 cases in which 
cod liver oil ointment was used as a primary 
dressing for fresh major burns does not 
warrant final conclusions, but the writer be- 
lieves the method ideal in the treatment of 
burns of the face, perineum, extremities, and 
places where body surfaces come in contact. 
In other fresh burns Bettman’s®® tannic 
acid-silver nitrate method is preferred. In 
old ulcerating burns the oil is without a peer. 


Discussion 


DR. RANDOLPH JONES, JR. (Durham): I want 
to congratulate Dr. Hardin on this really amazing 
group of cases which he has shown us here. 

We have been using cod liver oil since 1933. I 
am sure all of you have noticed the striking free- 
dom from pain that follows its application. 

I remember one case that came to my care. Some 
students during initiation had smeared a boy liber- 
ally with collodion, and while he was sitting in front 
of an open fire he was painfully burned. The relief 
he experienced following the application of cod liver 
oil was dramatic. 

I think Dr. Hardin is to be congratulated on the 
results he has obtained. 

DR. C. L. HAYWOOD, JR. (Elkin): Mr. Chair- 
man, I have had a very limited experience with the 
use of cod liver oil. I have used it as a 50 per 
cent mixture with linseed oil to help clean up granu- 
lations and promote epidermization. 

I have had my best luck with it in closing para- 
nasal sinuses. Sometimes they are very slow to 
granulate and heal. While this is usually a minor 
operation with little danger to the patient, it is a 
distressing thing to have to go with a granulating 
wound for such a long time. Cod liver oil is an 
excellent method for promoting a rapid and clean 
closure of the sinuses. 


26. Bettman, A. G.: The Tannic Acid-Silver Ni- 
trate Treatment of Burns, Northwest. Med., 
34: 46 (Feb.) 1935, 
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MALARIA STUDIES AND INVESTIGA- 
TIONS IN NORTH CAROLINA 


by 
C. M. WHITE, Engineer, 
Malaria Investigation and Control Unit 
North Carolina State Board of Health, 
RALEIGH 
and 


L. L. Parks, M.D., District Health Officer 
TARBORO 


Introduction 


In 1933 the State Board of Health, co- 
operating with the U. S. Public Health Ser- 
vice, began the most extensive malaria con- 
trol program ever undertaken in North Car- 
olina. The Civil Works Administration was 
willing to furnish labor, materials, and 
equipment for the eradication of any mos- 
quito breeding areas which we designated as 
menaces to the public health. Due to lack of 
previous malarial studies the endemic areas, 
with the exception of those established mere- 
ly by reputation, were unknown. 

Entomological investigations had been 
limited to scattered areas, and engineering 
personnel with specialized training in ma- 
laria control was not available for the super- 
vision of a program of this magnitude. As a 
result, the program was largely conducted 
on the hypothesis that all bodies of fresh 
water breed anopheles mosquitoes and 
should be drained if the population in the 
vicinity were large enough to justify the cost. 
No apology is made for this procedure. We 
did the best that we could under the circum- 
stances. The subsequent decline in malaria 
in numerous localities where projects were 
carried through to completion shows that 
enormous benefits were derived. Had we 
known the location of malaria foci and 
sources of anopheline breeding, projects 
would have been selected in areas where the 
most good could be accomplished and the re- 
sulting benefits would have been more than 
doubled. This experience disclosed the neces- 
sity for a more thorough knowledge of the 
location and extent of malaria within the 
state. 

Malaria Investigation and Control Unit 

Conforming with the recommendation of 
the United States Public Health Service that 


each state which had a malaria problem in- 
Read before the Section on Public Health and Education, 


Medical Society of the State of North Carolina, Bermuda 
Cruise, May 10, 19389, 
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stall a special investigation and control unit, 
the North Carolina State Board of Health 
in 1937 set up such a unit under the direc- 
tion of Dr. J. C. Knox, Director of the Di- 
vision of Epidemiology. Its main purpose is 
to develop the scientific understanding and 
control of malaria in North Carolina on a 
county-wide basis, in collaboration with the 
local health departments. In addition to 
Doctor Knox, the unit has one engineer, one 
entomologist and two laboratory technicians, 
all of whom have had specialized training in 
Malariology. 

Before a detailed malaria survey is begun 
in a county, the local health officer agrees to 
allow his personne! to take blood slides from 
all school children through the first six 
grades. After the slides are examined the 
precise location of the home of each child 
with a positive slide is established with a 
symbol on a large county map. The density 
of these symbols shows the foci. 

In areas thus shown to be highly malarious 
detailed malariological studies are made, 
which include: 

1. A spot map showing: all cases of ma- 
laria disclosed by house to house interviews 
and verified by the family doctor; all posi- 
tive bloods; all water and water courses 
within one mile of the area; and all areas 
found to be breeding Anopheles quadrimacu- 
latus mosquitoes. 

2. <A study of the breeding habits and 
distribution of the local vector. 

3. A determination and cost estimate of 
the most effective and feasible methods of 
control. 

Due to the limited facilities and amount of 
detailed work involved, it is impossible to 
make detailed surveys in more than two or 
three counties each year. Surveys are made 
in counties other than those participating in 
the program in the small areas where se- 
rious malaria problems are known to exist. 


Survey Results 


In selecting counties to be covered by de- 
tailed surveys it was desired that the most 
malarious counties be taken first. The deter- 
mination of which counties had the most 
malaria presented a difficult task, as mor- 
bidity reports were not required on malaria 
prior to May, 1937. This made it necessary 
to rely entirely on mortality statistics. In 
compiling the deaths from malaria over a 
five-year period it was found that Robeson 


| | 
1 
| 
| 
‘ft 


February, 1940 


County led the State with thirty, while 
Edgecombe County was a close second with 
twenty-nine, with Beaufort, Pitt and Wayne 
Counties following in the order named. 

In the fall and winter of 1937, 4,629 blood 
slides were taken from school children in 
Edgecombe County and 4,932 from those in 
Robeson County. Not all of the schools were 
taken in either of these counties, as work 
was discontinued because of the lateness of 
the season. Previous experience had shown 
that a true index could not be obtained at 
any season other than the fall of the year. 

Positive results ranged from none, in some 
schools, to 62 per cent at Harper’s Ferry 
Indian School in Robeson County. In Robe- 
son County 2.2 per cent of the slides taken 
were positive, while in Edgecombe County 
3.9 per cent were positive. In Robeson 
County the Negro schools were 2.4 per cent 
positive, the white schools 1.1 per cent posi- 
tive, and the Indian schools 5.5 per cent posi- 
tive. In Edgecombe County 5.9 per cent of 
tests from Negro schools were positive, and 
from white schools 1.3 per cent. 

A recapitulation of results from the two 
counties shows that of 5,586 slides taken 
from white children 66, or 1.2 per cent, were 
positive; of 2,893 taken from Negro children 
160, or 5.5 per cent, were positive; and of 
1,082 taken from Indian children 60, or 5.5 
per cent were positive. 

The theory that Negroes are more suscep- 
tible to estivo-autumnal and whites to vivax 
was strengthened by the findings of these 
surveys. Sixty-five per cent of the infected 
Negroes had estivo-autumnal, 29 per cent 
vivax, and 6 per cent showed mixed infec- 
tion. Among whites, 39 per cent had estivo- 
autumnal, 59 per cent vivax, and 2 per cent 
had mixed infections. Susceptibility among 
Indians conformed closely with that among 
whites. Twenty-three per cent of them had 
estivo-autumnal, 70 per cent vivax, and 7 
per cent mixed infections. 

The homes of all children with positive 
slides have been located on county maps, 
and detailed investigations are completed or 
in progress in all endemic communities thus 
established. Spot maps showing actual pic- 
tures of the conditions as they exist have 
been instrumental in getting several large 
drainage projects started, and have been 
very helpful in persuading pond owners to 
apply voluntary control measures to im- 
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pounded waters which were in existence 
prior to the adoption of the State Board of 
Health’s regulations governing impounded 
waters. 

During October and November of 1938 the 
local health departments in Halifax, Wayne 
and Pitt Counties took blood slides from all 
school children in the first six grades, and 
the survey begun in Edgecombe County in 
1937 was completed. A total of over 22,000 
blood slides were taken. These have been 
stained and prepared for examination. It 
will take the two laboratory technicians all 
the year to examine them; so results are not 
yet available. 

It is hoped that in counties where enough 
malaria is disclosed to justify it, funds will 
be provided by the local authorities for the 
establishment of permanent malaria control 
programs to be operated under the super- 
vision of the local health departments, co- 
operating with the State Board of Health. 

The interest of one of us (Parks), as local 
health officer, in the malaria problem dates 
back to 1936, when a malaria survey was 
made in Edgecombe County, in which 2703 
slides were examined. These slides were 
made by W. P. A. nurses and examined 
through the cooperation of the State Board 
of Health and the United States Public 
Health Service at Washington. 

The purpose of the survey then was (1) 
to determine the incidence of malaria in the 
county, (2) to find where W. P. A. drainage 
projects should be located, (3) to stimulate 
the interest of the public in our malaria 
problem, and (4) to serve as a public health 
investigation project and a record for future 
reference in malaria control problems. 

The survey that was done in 1936 in Edge- 
combe has been continued to date, and has 
accomplished more than we anticipated. 
From 1936 through 1938 approximately ten 
thousand slides have been made. 

The Edgecombe County officials have 
taken a great deal of interest in the malaria 
problem, and have given considerable finan- 
cial support. A drainage district has been 
formed which is now being dredged. This 
district, when completed, will improve our 
malaria situation and restore some good 
farm land that has been useless for the past 
several years because of floods. A number 
of small drainage projects have been com- 
pleted through the cooperation of the W.P.A. 
and individual land owners. The city of 
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Tarboro has employed a full time mosquito 
inspector for the past two years during the 
mosquito season, and the results of his work 
has been gratifying. His services are also 
available this year. 

If we go into the malaria problem we find 
that malaria is a problem of the entire state, 
and not limited to Edgecombe County or the 
eastern part of the state. A map of North 
Carolina would show that malaria deaths 
were found in sixty-seven of the one hundred 
counties during the years 1934-1938. The 
number varies from one death in twelve 
counties to forty-one in Beaufort, thirty-five 
in Edgecombe, and three in Robeson County 
—an average of one death per county each 
year. Malaria deaths occur in all sections of 
the state. 

Malaria was made a reportable disease in 
this state in May, 1937. Since that time 
fifty-nine counties have reported this disease. 
We also know that the majority of cases are 
not reported by physicians, and that many 
cases of malaria are not attended by a phy- 
sician. 

Malaria is a health problem that many 
health departments have probably over- 
looked in our state. A report of the number 
of deaths attributed to malaria as compared 
with the number from dipththeria and ty- 
phoid fever is interesting: 

1937 


By Place of Residence 


1938 
By Place of Death — 


(Provisional) 


Counties With No.of Counties With No. of 
Disease "Deaths Deaths Deaths Deaths 
Typhoid F. 39 75 36 70 
Diphtheria 73 167 60 180 
Malaria 38 90 35 78 


These figures show that malaria is one of 
our leading public health problems and that 
work must be done to combat it. 


The Doctor-Patient Relationship.—The profession- 
zl man is primarily a learned man, a man who 
depends upon his knowledge as his stock in trade. 
He has specialized knowledge over and above that 
of the common man in relation to some particular 
topic, be that law, theology, accountancy, teaching, 
or medicine. Perhaps the thing that distinguishes 
him more than anything else is the peculiarly per- 
sonal relation to the client or patient which he 
enjoys, a confidential relationship, a situation in 
which he is adviser, guide and friend, a situation in 
which his interest does not cease when the particu- 
lar transaction is concluded. It follows as a corol- 
lary that he is an individualist, one who functions 
far more efficiently without regimentation or co- 
ercion, but rather requires the opportunity to utilize 
freely his own initiative and judgment within the 
limits of his professional code of ethics.—Winfred 
Overholser: The Broadening Horizons of Medicine, 
Science 90: 2338 (Oct. 20) 1939. 
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LOW BACK PAIN AND SCIATICA WITH 
SPECIAL REFERENCE TO RUPTURE 
OF THE INTERVERTEBRAL DISC 


BARNES WOODHALL, M.D. 
R. BEVERLY RANEY, M.D. 
W. W. VauGHAN, M.D. 


DURHAM 


Low back pain associated with pain radi- 
ating along the distribution of the sciatic 
nerve is a commonly observed clinical syn- 
drome following certain types of relatively 
minor injuries to the lumbar spine. Indeed, 
these disturbing complaints may develop 
without any clear history of antecedent 
trauma. Orthopedic surgeons have estab- 
lished a large number of entities which may 
produce these symptoms, embracing various 
possible lesions of low back structures. In 
this complex group are included as etiologi- 
cal factors: strains, of the lumbo-sacral and 
sacroiliac articulations; developmental ab- 
normalities at the lumbo-sacral junction; 
narrowing of the lumbo-sacral interspace; 
spondylolithesis; the facet syndrome; arthri- 
tis; myositis; fascial contractures; and pos- 
tural abnormalities. Orthopedic surgeons 
have devised certain therapeutic procedures 
to relieve such disturbances, ranging from 
conservative measures of bed rest, traction, 
supportive appliances, manipulation, and 
epidural injection to such radical measures 
as fasciotomy and fusion of the involved 
bony structures. Although no exact statis- 
tical figures are available, probably 90 per 
cent of individuals with low back pain, often 
associated with sciatica, may be considered 
essentially orthopedic problems in diagnosis 
and treatment. 

There remains, however, a numerically 
small group of individuals with the same 
complaints of low back pain and sciatica in 
whom these orthopedic disturbances cannot 
be demonstrated, and in whom the usual 
methods of treatment are ineffectual. This 
group includes those patients with actual 
compression of the roots of the cauda equina 
from a ruptured intervertebral disc, from a 
hypertrophy of the ligamentum flavum, from 
a tumor of the cauda equina, or from an 
arachnoiditis involving this region. It like- 


From the Departments of Surgery and Roentgenology, Duke 
University School of Medicine and Hospital and the Watts 
Hospital, Durham, N. C. Read before the Section on Surgery, 
Medical Society of the State of North Carolina, Bermuda 
Cruise, May 18, 19389, 
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wise includes those patients with an intrinsic 
lesion of the cauda equina, such as radiculi- 
tis, caused by trauma, infection or a chemi- 
cal agent. Finally, it includes those patients 
who are malingerers or who have developed 
a traumatic psychosis with their somatic 
complaint referred to the lumbar spine. 

This paper will record our experience with 
39 patients in this latter group on whom 
lipiodol studies were done, and will discuss 
more explicitly 25 patients in whom the clini- 
cal syndrome of a ruptured intervertebral 
disc was recognized and treated. 

The historical development of this clinical 
picture is a record of repeated isolated ob- 
servations, from the first report of an injury 
to an intervertebral disc by Kocher‘ in 1896, 
to the summation of this experience in the 
classical paper by Mixter and Barr“) in 
1934. In 1911, Goldthwaite“ first suggested 
that injuries to the intervertebral disc might 
be a cause of low back pain and sciatica. 
As neurosurgeons developed spinal cord 
surgery, there appeared in the literature 
many reports of the removal of enchon- 
dromata arising from the intervertebral disc 
—among them the papers of Adson‘', 
Dandy®) and Elsberg“). Noteworthy is 
Dandy’s statement refuting the current con- 
ception of these tumors as true neoplasms, 
and suggesting rather their traumatic der- 
ivation. In 1932 and later, Schmor]) de- 
scribed degenerative changes in the annulus 
fibrosus of the disc with anterior, posterior 

1. Kocher, T.: Die Verletzungen der Wirbel- 

saule zugleich als Beitrag zur Physiologie des 
menschlichen Ruckenmarks, Mitt. a. d. Grenz- 


geb. d. Med. u. Chir. 1: 415, 1896. 

2. Mixter, W. J. and Barr, J. S.: Rupture of the 
Intervertebral Disc with Involvement of the 
Spinal Canal, New England J. Med. 211: 
210 (Aug. 2) 1934, 

3. Goldthwaite, J. E.: The Lumbosacral Articu- 
lation: An Explanation of Many Cases of 
“Lumbago”, “Sciatica”, and Paraplegia, Bos- 
ton M. and S. J. 164: 365, 1911. 

4. Adson, A. W.: Diagnosis and Treatment of 
Tumors of the Spinal Cord, Northwest Med. 
24: 309 (July) 1925. 

5. Dandy, W. E.: Loose Cartilage from Inter- 
vertebral Disc Simulating Tumor of the Spinal 
Cord, Arch. Surg. 19: 660 (Oct.) 1929. 

6. Elsberg, C. A.: The Extradural Ventral 
Chondromas (Ecchondroses), Their Favorite 
Sites, the Spinal Cord and Root Symptoms 
They Produce, and Their Surgical Treatment, 
— Neurol. Inst. New York, 1: 350 (June) 

7. Schmorl, G., and Junghanns, H.: Die gesunde 
und kranke Wirbelsaule im Rontgenbild; 
Pathologisch-anatomische Untersuchungen. 
Fortschr. a. d. Geb. d. Rontgenstrahlen, Er- 
{ij_lean, XVIII.) Leipzig, Georg Thieme, 
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and intravertebral ruptures of the nucleus 
pulposus—observations that were shortly 
followed by the presentation of the complete 
clinical picture by Mixter and Barr. That 
the syndrome has a sound anatomic-patho- 
logie status has been amply demonstrated 
by Batts“), who has pointed out ruptures of 
the nucleus pulposus of varying degrees in 
18 per cent of 50 cadavers; and by Naff- 
ziger‘*) and his associates, who have made 
detailed anatomical studies of the region in- 
volved in this syndrome. That it is of pro- 
found clinical importance may be judged by 
the succession of clinical and radiological re- 
ports that have appeared since 1934"), 
CLINICAL DATA—25 CASES 
Sex: 24 males; 1 female 
Age: average, 36; oldest, 53; youngest, 21 


History of Trauma: positive, 17; negative, & 
Present Reported 


Symptoms Series Cases 
1. Average Duration 42 months 48 months 
2. Low Back Pain 25 cases 586, 
3. Sciatica 25 92"; 
4. Intermittent Symptoms 24 864. 
5. Accentuated by Coughing, 

Ete. 9 39% 
6. Accentuated by Movement 23 — 
7. Paraesthesiae 12 49“, 
8. Weakness 9 —_ 
8. Batts, M. Jr.: Rupture of the Nucleus Pul- 


posus, J. Bone and Joint Surg. 21: 121 (Jan.) 

1939. 

9. Naffzinger, H. C., Inman, V., and Saunders, 
J. B. de C. M.: Lesions of Intervertebral 
Disk and Ligamenta Flava: Clinical and Ana- 
tomic Studies, Surg., Gyn. and Obstet. 66: 
288 (Feb.) 1938. 

10. a Mixter, W. J. and Ayer, J» B.: Hernia- 
ation or Rupture of the Intervertebral 
Disk into the Spinal Canal: Report of 
Thirty-Four Cases, New England J. Med. 
213: 385 (Aug. 29) 1935. 
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Objective Signs—Orthopedic 
1. Localized Tenderness 13 — 
2. Paravertebral Muscle 
Spasm 18 — 
3. Change in Lumbar 
Lordosis 10 
4. Restriction of Lumbar 
Flexion 19 
5. Scoliosis 9 
6. Positive Leg Raising Test 25 82% 
Objective Signs—Neurologic 
1. Sciatic Tenderness 7 57% 
2. Motor Weakness and 
Atrophy 10 26% 
3. Sensory Loss 17 31% 
4. Reflex Changes 18 57% 
5. Fibrillary Twitchings 2 = 
6. Negative Examination 2 10% 
Examination of Spinal Fluid 
1. Positive Queckenstedt 10% 
3. Cell Count Normal Normal 
2. Reverse Queckenstedt 
4. Total Protein 
Not Done—2 
Above Above 
80 mg./100 ce.—12 40 mg./100 cc.—80% 
Above Below 


40 mg./100 ce.—11 40 mg./100 cce.—20% 
Localization of Ruptured Dise 


Lumbar ITI 3 10% 
Lumbar IV 12 40% 
Lumbar V 10 48% 
Above Lumbar III None 2% 


Twenty-four of the patients in this series 
were active, vigorous males, ranging in age 
from 21 to 53 years. In 17 of the patients, 
a definite history of trauma preceding the 
onset of symptoms was obtained. The re- 
mainder, it was noteworthy, volunteered the 
history of heavy physical labor as a part of 
their daily existence. The character of the 
inciting trauma was typically that obtained 
by forceful hyperextension of the lumbar 
spine, a movement frequently developed in 
the course of lifting a heavy weight. In- 
juries and positions that produce such hyper- 
extension exert a rending force upon the 
posterior longitudinal ligament, and by com- 
pression of the disc space anteriorly may 
rupture the nucleus into the dural canal. 
Such an acute accident may be precipitated 
by a simple trauma, and patients may be 
aware of a “snap”, followed by immediate 
pain in the lumbo-sacral region. On the 
other hand, the low back pain may occur 
after one of repeated and comparatively 
mild traumatic insults to this area—evidence 
for the supposition advanced by Schmorl 
that degenerative changes of traumatic 
origin may take place in the posterior longi- 
tudinal ligament. 

The presenting symptom of low back pain, 
aching and throbbing in character, was pres- 
ent in all of the patients in this series. This 
pain may be quite mild and overshadowed 
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by lancinating pain of the 
“sciatica” that may develop at once follow- 
ing the trauma or may appear at a later 
date. All of the patients in this series de- 
veloped sciatic pain. The average duration 
of these distressing symptoms was forty-two 
months, with the shortest time interval be- 
tween onset and operative intervention be- 
ing three weeks, and the longest twenty-two 


the severe, 


years. The majority of these patients could 
accentuate the sciatic pain by coughing, 
sneezing, and by flexion movements of the 
lumbar spine. A smaller number noticed 
paraesthesias over the areas of pain dis- 
tribution, and motor weakness, often accom- 
panied by actual muscle wasting. Fortunate- 
ly, the attacks of pain are intermittent, and 
a history of an acute episode, with effective 
but slow conservative therapy, to be shortly 
followed by mild trauma and a second acute 
episode is usually obtained. It is apparent 
then that the symptoms of pressure upon one 
or more roots of the cauda equina by a rup- 
tured intervertebral disc do not materially 
differ from what our orthopedic colleagues 
have termed lumbo-sacral or sacro-iliac 
strain with sciatica. 

A clinical diagnosis of a ruptured inter- 
vertebral disc may best be obtained by care- 
ful partition of clinical evidence into that 
derived from orthopedic examination, that 
derived from neurologic examination, that 
derived from examination of the spinal fluid, 
and finally that derived from roentgenogra- 
phy. In this series, circumstances have al- 
lowed these studies to be carried out by in- 
dividuals qualified in each particular field. 

Only a cursory orthopedic examination of 
a patient with this lesion is necessary to 
elicit the fact that the individual is seeking 
by postural readjustment to immobilize the 
lumbar region and to relieve pressure upon 
the involved sensory root. Paravertebral 
muscle spasm, straightening of the normal 
lumbar lordosis, elevation of the pelvis on 
the affected side, with scoliosis and restric- 
tion of lumbar flexion, were noted in a ma- 
jority of the patients in this series. Local- 
ized tenderness in the transverse process 
adjacent to the ruptured disc was not an 
unusual finding. All of the patients dem- 
onstrated sciatic pain or low back pain with 
the straight leg raising test—a procedure 
which fundamentally falls into the realm of 
neurology, although commonly accepted as 
an orthopedic diagnostic maneuver, 
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Lasegue’s sign, as we have noted, was in- 
variably present in our patients, but actual 
tenderness over the sciatic nerve was an in- 
frequent finding. Eighteen of the patients 
in this series exhibited an absent or dimin- 
ished Achilles tendon reflex, and 17 patients 
exhibited a varying degree of segmental 
sensory loss, predominating in the derma- 
tomes immediately below the actual site of 
the lesion. It has been stated by Barr and 
his associates that neurologic changes may 
be totally absent in half the cases cf rup- 
tured intervertebral discs. We are inclined 
to agree with Love” and Fincher“ that a 
meticulous neurological examination will 
demonstrate neurological deficit in the ma- 
jority of cases. Indeed, the repeated find- 
ing of neurological deficit in patients with 
sciatica without ruptured intervertebral disc 
or other types of mechanical pressure upon 
the roots of the cauda equina has opened, in 
our opinion, a fertile field for further study. 
Only two of our patients presented normal 
neurological findings, if the Lasegue test is 
excepted. Ten of the patients exhibited 
motor weakness and measurable muscle 
atrophy. 

In two patients, rough fasciculation was 
noted in the calf musculature. It appears 
obvious, however, that patients with a nega- 
tive neurological examination, and even 
those with symptoms only suggestive of a 
ruptured intervertebral disc should be given 
the benefit of spinal fluid studies. 

The estimation of the total protein con- 
tent of the spinal fluid is the only laboratory 
examination of any value in the further 
diagnosis of ruptured intervertebral discs 
situated in the lumbar region. The total 
protein was 40 mg. or more per 100 cc. in 
11 cases in this series, and 80 mg. or more 
per 100 cc. in 12 cases. In two cases re- 
ferred from other institutions after lipiodol 
injection, the total protein content of the 
spinal fluid was not determined. Elevation 
of the total protein of the spinal fluid is 
apparently a measure of root irritation, and 
only in rare instances of complete block by 
the displaced fragment of disc tissue is it a 
measure of circulatory deficiency. It has 
been shown that a false normal reading may 
be obtained if the lumbar puncture is made 
at a distance from the affected root, or if 


11. Fincher, FE. F., and Walker, E. B.: Displace- 


ment of the Intervertebral Cartilage as a 
Cause of Back Pain and Sciatica, South. M. J. 
31; 520 (May) 1938, 
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too large a quantity of fluid is removed for 
chemical study. Routinely, therefore, such 
diagnostic lumbar punctures are made in the 
interspace between L IV and L V, or at the 
lumbo-sacral articulation; and only the first 
2 to 5 cc. of fluid are retained for total pro- 
tein estimation. That a normal total pro- 
tein content of the spinal fluid may be found 
in the presence of a ruptured intervertebral 
disc is indicated by a review of the reported 
cases, in which 20 per cent showed a total 
protein below 40 mg. per 100 cc. It has 
been our experience in two patients with 
ruptured discs to observe a previously re- 
corded high total protein content fall to a 
normal level after simple rest in bed. The 
cell count of the spinal fluid specimen has 
been uniformly within normal limits. The 
Pandy reaction has been positive, as ex- 
pected, in the cases with a total protein 
reading above 40 to 50 mg. per 100 ce. 
No change in the normal dynamics of the 
spinal fluid has been observed in this series, 
although the reverse Queckenstedt described 
by Love has not been used. 

The clinical diagnosis of a ruptured inter- 
vertebral disc as the cause of low back pain 
and sciatica—and this diagnosis can only be 
a presumptive one—is based upon a history 
of trauma to the lumbar region with recur- 
rent attacks of pain; with orthopedic signs 
of paravertebral muscle spasm, limitation of 
lumbar flexion and a positive straight leg 
raising test; with neurologic dysfunction as 
noted by an absent or diminished Achilles 
tendon refiex and sensory loss over an ap- 
propriate dermatome; and finally with an 
elevated total protein content in the spinal 
fluid. The diagnosis is confirmed and the 
ruptured dise exactly localized by fluoro- 
scopy and roentgenography of the subarach- 
noid space after the injection of iodized oil. 

A study of plain roentgenograms of the 
lumbo-sacral region of the spine is of little 
aid in the diagnosis of this lesion. The most 
characteristic finding is a narrowing of the 
intervertebral space, probably due to loss of 
dise substance. The scoliosis and partial 
obliteration of the normal lordosis may be 
observed in most cases. For fluoroscopic and 
roentgenographic contrast studies, five cc. of 
iodized poppyseed oil (lipiodol) are injected 
into the lumbar subarachnoid space. The in- 
jection may be made in any of the lumbar 
interspaces. A free flow of spinal fluid 
should be obtained to prevent the accident 
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of an epidural injection, which is disastrous 
to the contemplated study or to any future 
lipiodal investigation. At least 5 ec. of the 
opaque substance should be used, inasmuch 
as the characteristic defect is quite small. 
We have had no experience with the use 
of air as a contrast media nor have we ex- 
perienced over the past ten years any un- 
toward sequelae with iodized oil. Unfavor- 
able reactions may occur with lipiodol not 
especially prepared for subarachnoid injec- 
tion. Clinical observations by Globus" 
failed to demonstrate neurologic sequelae in 
ninety patients. It is our feeling that care- 
ful choice of patients for lipiodol injections 
will greatly reduce unnecessary examina- 
tions and potential danger from untoward 
reactions. 

The equipment for the examination con- 
sists of a tilting fluoroscopic table with a 
suitable switch, so that instantaneous roent- 
genograms may be made of suspicious de- 
fects noted on the fluoroscopic screen. Be- 
fore the study is commenced, the patient 
should be allowed to sit up for at least thirty 
minutes, so that the lipiodol may collect as 
a single mass in the cul-de-sac. Since the 
lesion to be demonstrated is a small, ante- 
riorly and most often laterally placed mass 
opposite the intervertebral space, the patient 
is placed face down on the tilting table, and 
the lipiodol as a unified mass is directed 
rostrally by suitable manipulation of the 
table. A constant filling defect is at once 
recorded in the anterior-posterior projection, 
and lateral views with each side down in 
turn are recorded by repeated manipulation 
of the contrast media. (Fig. 1.) Occasional 
resumption of the sitting posture for an ad- 
ditional thirty minutes may be necessary if 
the iodized oil shows a tendency to fragment 
into globular masses. Similar fluoroscopic 
study is next carried out with the patient 
resting on his back, in order to explore the 
posterior aspect of the subarachnoid space, 
and to rule out the possibility of a spinal 
cord tumor in this general location. Finally, 
all studies are repeated and suspicious areas 
re-examined twenty-four hours later; for it 
has been demonstrated that small defects 
may be more clearly demarcated at that time 
by the lipiodol column as it traverses the 
dural reflexions of the roots. (Fig 2.) 


12. Globus, J. H.: Contributions Made by Roent- 
genographic Evidence After the Injection of 
Iodized Oil, Arch. Neurol. and Psychiat. 37: 
1077 (May) 1937, 
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Fig. 1. (A.)_ Lipiodol injection localizing ruptured 

intervertebral disc at Lumbar IV, right—anterior- 

posterior projection. (B.) Lateral projection, with 
defect marked by arrow. 


The differential diagnosis of a rupture of 
the intervertebral dise must consider tumor 
of the cauda eguina, hypertrophy of the liga- 
mentum flavum, arachnoiditis with radiculi- 
tis of the cauda equina, and those ill-defined 
and poorly understood cases of “sciatica” 
that fulfill the requirements of the clinical 
picture of a ruptured dise but fail to show 
the characteristic defect in the lipiodol study. 
Two tumors of the cauda equina, three ex- 
amples of hypertrophied ligamenta flava, one 
chronic arachnoiditis, and eight cases of 
obscure sciatica were encountered among the 
patients without typical ruptured discs. The 
number of patients in this group has ex- 
panded rapidly, and it furnishes a wide field 
for further clinical research. In our experi- 
ence, the various disturbances that simulate 
a rupture of the intervertebral disc may be 
readily and accurately differentiated only by 
lipiodol injection. 

The ruptured portion of the intervertebral 
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Fig. 2. (A.)_ Lipiodol injection localizing ruptured 

intervertebral disc at Lumbar IV _ on left side. 

(B.) Twenty-four hour plate illustrating more 

definite outline of defect and continued failure of 
root filling. 


disc is resected either extradurally or trans- 
durally by a simple laminectomy. (Figs. 3 
and 4.) The removal of the appropriate 
spinous process, the beveling of the adjacent 
spines, and the partial resection of a single 
lamina give sufficient exposure for the re- 
moval of a unilateral protrusion. A centrally 
located or bilateral protrusion will necessi- 
tate a wider resection of the laminal arch. 
All lesions are first approached transdurally 
in order to ascertain the location of the rup- 
tured fragment, to inspect the involved root, 
to remove the previously injected lipiodol, 
and to allow the operator to estimate later 
the relief obtained after resection of the 
ruptured disc. In the majority of cases with 
laterally placed lesions, the involved root 
was edematous and injected and the rounded 
contour of the disc fragment could be visual- 
ized beneath the root as it entered its dural 
reflexion. In all but two cases, the disc was 
approached extradurally. It is not necessary 
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Intradural appearance of edematous 
(B.) Extradural approach to ruptured 
disc. (C.) Actual disc fragment after removal. 
The laminectomy is more extensive than that 
routinely performed. 


Fig. 3. (A.) 


nerve root. 


Fig. 4. Actual bony defect in simplified and usual 
approach to ruptured disc fragment. 


to resect the articulating facets, inasmuch as 
the removal of the ligamentum flavum will 


afford adequate exposure of the protrusion. 


ah 
it 


100 


In most cases, upon incision of the posterior 
longitudinal ligament, the ruptured frag- 
ment or fragments will extrude spontane- 
ously. Occasionally, the disc tissue must be 
curetted out piecemeal. Hemorrhage from 
the anterior dural venous plexus may be 
annoying, but it is readily controlled by a 
muscle pack. With careful hemostasis, all 
operative wounds may be closed without 
drainage. In only two cases was fusion of 
the lumbo-sacral articulation added to the 
procedure described. Although edema and 
degenerative changes have been noted by 
Deutcher and Love"'*) in a pathologic study 
of their material, such changes were not 
observed in the resected specimens in this 
series. 

No postoperative complications were en- 
countered among these patients, and there 
were no operative fatalities. Patients were 
kept supine for twelve to fourteen days, and 
were discharged with a lumbo-sacral belt, to 
be worn for three months. They were ad- 
vised to return to light exercise at the end 
of one month, and to their usual work at the 
end of three months. Three of the ruptured 
discs were located at lumbar three, twelve 
at lumbar four, and ten at the lumbo-sacral 
articulation. All patients in this series have 
been completely relieved of their sciatic pain, 
and all but two have been relieved of the 
low back pain as well. No recurrence has 
as yet been observed, although the post- 
operative interval, varying from eighteen 
months to three months, is far too short to 
estimate adequately the permanency of this 
clinical syndrome or to evaluate its present 
treatment. 


Abstract of Discussion 


DR. W. W. VAUGHAN (Durham): The history, 
signs, symptoms, and physical findings have been 
discussed by Dr. Woodhall, and therefore this part 
of the discussion will be confined almost entirely to 
the technical aspect of the use of fluoroscopy and 
x-ray films in the diagnosis of herniated interverte- 
bral discs. 

Oftentimes, one may suspect such a lesion by 
examination of routine roentgenograms of the region 
involved. The most characteristic finding is nar- 
rowing of the cartilage between two vertebrae, and 
rarely, on extremely good films, one is able to see 
the posterior displacement of the longitudinal liga- 
ment of the spine. These findings are only pre- 


13. Deutcher, W. G., and Love, J. G.: Pathologic 
Aspects of Posterior Protrusions of the Inter- 
— Dises, Arch. Path. 27: 201 (Feb.) 
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sumptive and should be confirmed by the use of 
lipiodol or some contrast media. ; 

Lipiodol should be given in the lumbar region, 
since the majority of these lesions occur in this 
anatomical location. The interspace between the 
first and second lumbar vertebrae is usually the 
elective site of the injection, and after removal of 
a sufficient amount of spinal fluid for laboratory 
studies—usually about 15 cc.—b5 cc. of either 20 
per cent or 40 per cent lipiodol is injected into the 
spinal canal. The patient is allowed to remain in 
the supine position for about one hour, but it is 
essential that at least one hour previous to the 
x-ray examination, the patient be kept in an up- 
right position, either sitting or walking around. 

The first part of the x-ray examination is done 
with the patient in an almost erect position, and a 
detailed study is made of the lower portion of the 
spinal canal. It is essential that the fluoroscopist 
have his eyes well accommodated, and it requires 
at least ten or fifteen minutes in a dark room to 
acquire maximum visual acuity. The patient’s head 
is gradually lowered, and the lipiodol flows slowly 
up the canal. Any questionable defects that are 
noted in the column of the contrast media should 
be recorded by roentgenograms. Sometimes it is 
necessary to elevate the feet to a 45 to 60 degree 
angle in order to promote further flowing of the 
lipiodol up the spinal canal. Due to the specific 
gravity of the opaque media, it will flow along the 
anterior portion of the canal, and any defect pro- 
duced by a protrusion of one of the intervertebral 
discs will be noted. After the lipiodol has been 
allowed to flow up the canal as far as symptoms 
justify, the patient is again placed in the upright 
position and allowed to remain in the sitting posi- 
tion for about one hour. The previously described 
examination is repeated with the patient lying on 
his back. This is done to eliminate the possibility 
of a spinal cord tumor. 

The following day, the entire examination should 
be repeated. This is due to the fact that there is 
quite a variation in the extent of protrusion of 
these discs from hour to hour, apparently due either 
to activity of the patient or to position at the time 
of examination. This indicates that the injured 
discs are quite mobile. 

There is one thing I would like to mention in 
connection with sciatica. Every once in a while we 
find a patient who says he has sciatica, who may 
have diabetes. 

I examined a patient at our hospital, and at first 
found only a small filling defect. At the second 
X-ray examination one of the largest herniated in- 
tervertebral discs I have ever seen was demonstrated. 
These things are extremely mobile and they are not 
always easy to demonstrate from the x-ray stand- 
point. 

In brief, it may be said that they are usually 
unilateral, but frequently they lie in the mid line ~ 
and produce filling defects. These are sharply 
demarcated and always lie opposite the cartilage 
interposed between the bodies of the vertebrae. 

Differential diagnosis must be made between her- 
niated intervertebral discs and tumors, especially 
with multiple meningiomas or neurofibromas. These 
tumors usually lie along the posterior aspect of the 
spinal cord, and physical examination will often- 
times aid in the differential diagnosis. 

A single lesion, such as might occur from meta- 
static malignancy, is rarely encountered. Such a 
lesion, however, may be diagnosed by the plain 
films without lipiodol studies because of the de- 
struction of bone in the vicinity, especially the 
laminal arches. 


DR. D. E. ROBINSON (Burlington): I would 
like to ask two questions: Does Dr. Woodhall feel 
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justified in using lipiodol, even though he has a 
total protein, say, of 10 or 15 milligrams in a 
suspected case? 

The second question: Does he find small nodules 
in any condition other than these cases? 


DR. BARNES WOODHALL (Durham): In answer 
to Dr. Robinson’s question, I may say that we rarely 
inject lipiodol in the presence of a normal protein 
content. However, if the neurological findings are 
quite striking, in perhaps 10 per cent of the cases, 
lipiodol is injected even though the total protein is 
low or normal. 

As far as nodules are concerned, they are tiny 
opaque disturbances in the body of the vertebra. 
We see them very often in normal individuals who 
have no complaints at all. 


THE RELATIONSHIP OF GYNECOLOGY 
AND UROLOGY 


EDGAR V. BENBOW, M.D. 
WINSTON-SALEM 


Often we examine patients who complain 
of frequency of urination, and find no 
pathology in the urinary tract, but some 
other condition such as a fibroid of the lower 
anterior wall of the uterus or of the cervix 
jutting into the posterior wall of the blad- 
der; a retroverted uterus with its cervix 
pointing against the bladder, thus irritating 
the trigone; a pathological anteflexion of the 
uterus with the fundus jutting into the blad- 
der; a carcinoma of the cervix elevating and 
indenting the bladder; or a mass in the 
pouch of Douglas which presses the uterus 
forward into the bladder, thus elevating the 
trigone. This elevation of the trigone is im- 
portant from a pathological standpoint. Just 
as important is the depression of the trigone. 
After nearly every delivery there is some 
depression of the anterior vaginal wall, 
which increases with the number of de- 
liveries and with age and which gives rise 
to a cystocele. Trabeculae are formed in the 
bladder as a result of hypertrophy, and hold 
residual urine. Bacteria grow readily in this 
residual urine, giving rise to cystitis, first in 
the trigone and later in the remaining por- 
tion of the bladder. Pus and fibrin may 
form here. The fibrin may act as a foreign 
body and become a center for stone forma- 
tion. This condition cannot be cured by 
inedication if the cause of the pathology is 
left. The cystocele must be repaired if we 
expect a cure. 

We have examined patients with symptoms 
of renal colic, and found no stone, but ureth- 


Read before the Second General Session of the Medical 
Society of the State of North Carolina, Bermuda Cruise, May 
13, 1939. 
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ritis. This happens too often to be a mere 
coincidence. 

In the normal bladder the sphincter muscle 
separates the bladder proper from the 
urethra, and may be seen as a definite promi- 
nence. It is not a continuous muscular ring 
like the sphincter ani, but. at the junction 
of the trigone and urethra its fibers pass into 
the muscles of the trigone on either side; so 
that when the sphincter contracts it elevates 
the trigone and presses it against the 
urethra. In cystocele a fallen trigone is pull- 
ing down on the sphincter of the bladder; 
the sphincter loses its tone and the patient 
becomes incontinent. Later the bladder may 
get so low that the patient is not incontinent, 
but must elevate the bladder with her fingers 
in order to empty it. This prolapse of the 
bladder also causes a pulling and stretching 
on the ureters, with consequent narrowing 
of their lumen; this in turn causes a certain 
amount of obstruction to the flow of urine in 
the ureters, leading to hydro-ureter, hydro- 
nephrosis, and pyonephrosis. 

Any acute pelvic inflammatory condition 
may cause frequency of urination, because 
the bladder empties itself often in order not 
to become distended and cause pain by press- 
ing on the inflamed part. 

In the normal bladder the air bubble is in 
the midline. If it is to one side the bladder 
is asymmetrical, because the air bubble is 
always in the highest point. This asymme- 
try of the bladder may be seen in parametri- 
tis, pregnancy, myoma, ovarian cyst, and 
other conditions in which the bladder is 
pressed upon by a growth or inflammatory 
process. This may be one means of differ- 
entiating between a large ovarian cyst and 
abdominal ascites. 

Certain changes in the urinary tract may 
occur in case of cancer of the anterior vagi- 
nal wall. At first the cancer may elevate or 
indent the bladder. At this stage the mucous 
membrane of the bladder is normal. The 
lymph vessels of the bladder are first blocked 
and the cancer then begins to grow into the 
muscle, causing indentation and edema of 
the bladder wall. The whole mucous mem- 
brane of the bladder is pale and edematous. 
Edema in the bladder indicates that the 
cancer has already involved the muscle of 
the bladder. As the cancer grows deeper into 
the muscle of the bladder and continues to 
compress the lymph vessels, the layers of 
the bladder wall are replaced by cancer cells 
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and there is edema only of the mucous mem- 
brane, with edematous points like a bunch 
of grapes or a number of cysts. This is 
called bullous edema. Between the spots of 
bullous edema is a generalized edema. Over 
the areas of bullous edema only the thin 
mucosa is free of cancer cells. The cancer 
continues to grow until with the cystoscope 
vellowish nodules can be seen, still protected 
by a normal tissue lining, the epithelium of 
the bladder. A few weeks later these cancer 
nodules perforate into the lumen of the blad- 
der, the superficial layer becomes necrotic, 
and the patient’s urine is cloudy and some- 
times bloody. From the time the urine 
touches the cancer cells, the necrotic cells 
slough off from the bladder toward the 
vagina and the cells from the vagina slough 
off toward the bladder, establishing a vesico- 
vaginal fistula. 

The bladder manifestations of a cervical 
cancer are usually not in the midline, but to 
one side of the midline. The first elevation 
of the bladder is usually near one of the 
ureteral orifices. The cancer may grow into 
the muscle of the ureter and cause obstruc- 
tion, with consequent uremia. The pain on 
one side which the patient complains of may 
be due to a hydronephrotic kidney or hydro- 
ureter. About 75 per cent of patients with 
cervical cancer die of uremia. 

Cancer of the body of the uterus never 
causes edema of the bladder, because it 
usually grows into the peritoneal cavity. 

Cancer of the tubes is too rare to discuss. 
Cancer of the ovaries may cause changes in 
the lateral bladder wall. We may see some 
indentation of the bladder wall, but not the 
edema or the perforation, because the easiest 
way for it to grow is into the abdomen. An 
enlarged cancerous gland in the parame- 
trium, growing against the ureter and com- 
pressing it, may cause hydro-ureter and 
hydronephrosis. An ovarian tumor, by pres- 
sure upon the ureter, may have the same 
effect. 

Adenomyosis, or endometriosis, is a con- 
dition in which endometrial tissue of the 
uterus is found in some other location of the 
body. It bleeds regularly at the menstrual 
periods. If it is located in the ovaries it 
leads to the formation of chocolate cysts. If 
it is located in the bladder wall, the patient 
will pass bloody urine at the menstrual pe- 
riod, and will have pain in the bladder, 
which disappears after menstruation. The 
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pain is due to the swelling of the endometrial 
tissues in the bladder wall. This endometrial 
tissue may be observed through the cysto- 
scope, and if some of this tissue is removed 
it has the same microscopic appearance as 
the endometrial tissues lining the uterus. 
Adenomyosis may originate from blood 
passed out through the fallopian tubes; from 
cells transplanted at the time of an opera- 
tion where the uterus is cut into, as in caesa- 
rean section; or from misplaced fetal cells. 
Adenomyosis may be treated by resection of 
this area of the bladder, by x-ray or radium 
to the ovary—thus castrating the patient— 
or by radium needles into the bladder tumor 
itself. After the menopause the patient has 
no more trouble from endometriosis. 

Ectopic pregnancy usually causes no signs 
in the bladder unless a large haematocele 
forms, causing elevation or indentation of 
the bladder. 

Pain in the kidney region may be a re- 
ferred pain from adnexal disease, and the 
adnexal disease may be overlooked unless a 
pelvic examination is made. Cases have been 
reported of pyosalpinx and abscess of the 
parametrium perforating into the bladder. 
The former will not heal without an opera- 
tion and closure of the sinus tract; the latter 
may heal spontaneously. This is because the 
abscess of the tube arises in a pre-formed 
cavity, while that of the parametrium is not 
in a pre-formed cavity and will heal by 
granulation. 

Tuberculosis of the kidney is often asso- 
ciated with tuberculosis of the adnexa, and 
the reverse is also true. If we find tubercu- 
losis at one of these places we should look 
for it at the other. 

There are cases on record where dermoid 
cysts have perforated into the bladder, 
emptying their contents of hair, cartilage, 
teeth, and sebaceous material there. 

Certain changes take place in the bladder 
at the menopause. There is atrophy and loss 
of tone in the sphincter, and if the patient 
has had many deliveries and has a cystocele 
dragging down on the sphincter she is apt 
to lose a few drops of urine when the abdo- 
minal pressure is increased. The mucous 
membrane of the trigone and that surround- 
ing the trigone becomes atrophic and more 
grayish in color. 

In the later months of pregnancy pyelitis 
is more apt to develop than in the early 
months. Pyelitis is apt to develop in preg- 
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nancy because of the indentation of the 
bladder by the enlarged uterus, which im- 
pedes the flow of urine through the ureter. 
Also in the later months of pregnancy, the 
ureters take a more direct course through 
the bladder wall, causing their mouths to 
gap open. This favors a reflux of urine from 
the bladder back into the ureter. Probably 
the constipation of pregnancy also has some- 
thing to do with the development of pyelitis, 
since colon bacilli may enter the urinary 
tract through the lymphatics from the in- 
testinal tract. A retroverted and enlarged 
uterus may cause pyelitis in a similar man- 
ner, and the cervix pointing against the 
bladder may irritate the trigone. 
Incontinence of urine may be due to fis- 
tulae. There may be ureteral fistulae, blad- 
der fistulae, or urethral fistulae, opening into 
the vagina. A bladder fistula may be caused 
by the knife of the operator; by a difficult 
delivery, causing necrosis of the tissue; by 
cervical or vaginal cancer; or by pressure 
from a pessary. The fistulae between ureter 
and vagina are usually caused by cutting the 
ureter during an operation. This type of 
fistula may be complete or incomplete. In 
the complete type the entire output of urine 
from the kidney on the affected side empties 
into the vagina. In the incomplete type a 
part of the urine from the affected side 
empties into the bladder and part of it into 
the vagina. Incontinence may be absolute or 
incomplete. Incontinence may be due to con- 
genital malformations, such as hypospadias 
and epispadias; to diseases of the central 
nervous system—e.g., tabes ; to wounds of the 
spinal cord; and to injury to the sphincter 
muscle itself (during an operation or a de- 
livery, or by extraction of foreign bodies 
from the bladder). Other acquired causes of 
incontinence are senility with atrophy of the 
sphincter, weakening diseases with asthenia 
of the tissues, a cystocele, or a prolapsed 
uterus, Incontinence may also be caused by 
an incarcetrated tumor of the pelvis which 
presses the trigone and sphincter against the 
urethra, giving the overflow of retention. I 
had such a case caused by pregnancy taking 
place in a retroverted uterus. As the uterus 
enlarged in the hollow of the sacrum it 
pushed the cervix against the urethra, thus 
obstructing it. While speaking of incontin- 
ence, I would like to tell of a little girl who 
had been wet since infancy. She had been 
to doctors numerous times, and without 
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thorough examination had been “treated” 
for bed-wetting, with no results. As she 
grew up she was beaten on numerous occa- 
sions, but the condition continued. Finally 
she was taken to a doctor who gave her a 
thorough and careful examination. It was 
found that she had three kidneys and three 
ureters. Two of the ureters led normally 
into the bladder; while the third emptied 
into the vagina. These cases are subject to 
ascending infection. If the kidney is good 
the ureter should be transplanted into the 
bladder, but if the function of the kidney is 
gone it should be extirpated. In these cases 
the ureter always empties into the side of 
the vagina on which the kidney is located. 

Kraurosis of the vulva may be caused by 
the irritation of sugar in the urine. About 
25 per cent of cases of kraurosis are found 
in diabetics. Normal urine in incontinence 
may also cause kraurosis. 

Pain in the adnexal region may be a 
referred pain from the bladder. I have in 
mind a case illustrating this. Pelvic exami- 
nation revealed no definite trouble in the 
adnexal region. The patient was referred to 
a urologist who, with a cystoscope, found 
minute ulcerations of the bladder mucosa, 
which were probably due to a deficiency of 
vitamin B. This patient was given vitamin 
B and her symptoms rapidly cleared up. 

A paper on this subject would not be com- 
plete without mentioning the importance of 
an infected cervix as a focus of infection in 
disease of the urinary tract. Winsbury- 
White“ of London states that many cases 
of loin pain are alleviated when an infected 
cervix is dilated and cauterized. It is inter- 
esting to recall that pyelitis occurs much 
more frequently in females than in males, 
and that hydronephrosis is twice as common 
in women as in men. Winsbury-White also 
states that in 87 per cent of cases of stone 
of the upper urinary tract there is residual 
infection of the lower urinary tract or of 
the genitals. Infection of the genitals may 
give rise to a lower urinary tract infection, 
and this in turn cause an upper urinary 
tract infection with stone formation. Upper 
urinary tract infection does not have to come 
through the lumen of the ureter, but may 
ascend by way of lymphatics, which may 
arise from the genitals as well as from the 
lower urinary tract. Winsbury-White in- 
jected India Ink and dead tubercle bacilli 


1. Winsbury-White, in the Journal of Urology, Nov,, 1936, 
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into the cervices of white mice, and then by 
studying the cross sections with the micro- 


scope traced the course of the dye from the 
cervix to the upper urinary tract through 
the lymphatics. He further states that a 


mildly dilated upper ureter and pelvis may 
result from foci in the cervix. Adhesions 
may form between the adjacent ureter and 
pelvis, and stenosis of the ureter may result 
from contractions, leading to hydronephrosis 


and even to stone formation. 
Summary 

Many patients present themselves with 
urological symptoms when their condition 
is a gynecological one, and vice versa. 
Furthermore, a _ urological condition may 
have its primary etiology in the genital tract. 
The reverse of this is also true. We should 
have this close relationship in mind in mak- 
ing a urological or a gynelogical examina- 
tion. 

Abstract of Discussion 

DR. HAMILTON W. McKAY (Charlotte): I think 
this paper is timely in emphasizing the interrela- 
tionship between symptoms produced by the urinary 
tract and those of the interior genitalia. 

In a female patient with urinary symptoms, fre- 
quency is probably the most common symptom. I 
think the most valuable procedure that can be at- 
tempted is for the doctor himself to make a thorough 
inspection of the female organs. For years I have 
insisted that in examining a female patient, adult 
or child, with urinary symptoms, the doctor should 
obtain a catheterized specimen of urine himself. 

The female urethra reflects oftentimes what is 
taking place in the bladder and kidneys. Time and 
time again we see patients referred with a diagnosis 
of pyelitis, nephritis, and various other infectious 
processes of the upper urinary tract, who have been 
repeatedly examined by the cystoscope, when an 
inspection of the urethra alone reveals an infection 
in the deep glands of the urethra, in Skene’s gland 
and others. 

DR. DAVID J. ROSE (Goldsboro): I want to 
call attention to one finding upon which little stress 
has been put, and that is a stone in the lower 
ureter below the iliopectineal line. I merely call 
attention to that on account of a method used in 
the treatment of this condition in the ureter below 
the brim of the pelvis. These stones have been 
easily removed under light anesthesia, by a very 
simple technique outlined by Dr. Cobb’s paper on 
vaginal ureteral lithotomy. 

DR. BENBOW: I want to say one more word: 
I think that the importance of the cervix of the 
uterus as a focus of infection has been overlooked. 
Throat men all talk on the tonsil, and medical men 
speak of the teeth, the mastoid, the appendix, and 
the gall bladder as points of infection. Yet they 
do not take the cervix as a focus of infection 
seriously enough. 

Whenever I have to do a hysterectomy I make it 
a rule to take the cervix out, too, if it is bad. If 
the cervix is all right, there is no need to take it 
out; but if it is bad, there is no cause to leave it 
in. Severe cases of arthritis and rheumatism have 
—- up when an infected cervix has been re- 
moved, 
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PRESENT DAY DIAGNOSIS AND 
TREATMENT OF CHANCROIDAL 


INFECTION 


Water L. Tuomas, M.D. 
DURHAM 


Fifty years ago, A. Ducrey) first de- 
scribed small gram negative chain bacilli in 
smears from ulcerative lesions on the exter- 
nal genitalia. For many years the exact role 
played by this bacillus was not completely 
understood. Much of the confusion was due 
to inability to culture the organism and to 
the fact that the causative agents in the so- 
called newer venereal ulcers and buboes, such 
as lymphopathia venereum, granuloma in- 
guinale, etc., had not been discovered. In 
recent years, the perfection of specific skin 
tests and laboratory procedures has made 
the differential diagnosis very accurate. In 
a review of our patients we have been im- 
pressed with the number of patients with 
multiple venereal infections—e. g., syphilis 
and chancroid, lymphopathia venereum and 
syphilis. This is natural because of promis- 
cuous sexual contacts. Every illicit sexual 
exposure is a potential source of infection 
with H. ducreyi, Treponema pallida, Neis- 
seria gonorrheae, inclusion bodies of Dono- 
van or the virus of lymphopathia venereum. 

The recognition of chancroidal infection 
in the male based on clinical grounds is com- 
paratively easy. No clinician, by simple 
observation of an ulcerative or bubonic lesion 
in the female, can accurately ascribe the 
lesion to a particular disease process. In 
other words, a chancroidal lesion may simu- 
late the lesion of syphilis, of granuloma in- 
guinale, of lymphopathia venereum, of a 
furuncle, of a fuso-spirochaetal ulcer, of 
tuberculosis, of carcinoma or of fungus in- 
fection. We must depend upon our dark 
field examination, smears, cultures, skin 
tests and biopsies to give correct diagnosis. 

A chancroid or soft chancre of the vulva 
usually affects the greater or lesser lips. The 
vaginal fornix, and even the cervix, may be 
affected. Within 12 to 24 hours after in- 
fection, there appears a small reddish macule 
at some abrasion of the skin or mucosa. This 


From the Department of Obstetrics and Gynecology, Duke 
University Hospital. Read before the Section on Gynecology 
and Obstetrics, Medical Society of the State of North Carolina, 
Bermuda Meeting, May 10, 1939. 


(1.) Ducrey, A., in Congres Internat. de Dermatol. 
et Syphilogr., Paris, 1889, p, 229. 
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early lesion is often not noticed by the female 
and she may date her coitus a week or more 
before. The early lesion is generally fol- 
lowed by an inflammatory papule, which is 
converted into a pustule in the course of 
from 24 to 48 hours. In a very short time 
the epithelial covering of the involved area 
is lost, the pustule ruptures, and a small 
ulcer is noted. This ulcer has_ sharp, 
punched-out margins, a rough, grayish base, 
sometimes necrotic, surrounded by a red in- 
flammatory zone, and at times shows indu- 
ration. Involvement of the inguinal lymph 
nodes may be present, and not infrequently 
a chancroidal bubo will suppurate and ul- 
cerate. 

Diagnosis: The failure to diagnose a 
chancroidal ulcer may be of no great con- 
sequence to the ultimate welfare of the in- 
dividua]. Most chancroids heal spontaneous- 
ly in due time. On the other hand, to con- 
fuse a chancre or early epithelioma with a 
chancroid would be very serious; therefore, 
it is more important to examine a suspected 
chancroid patient for simultaneous primary 
syphilis, carcinoma, or lymphopathia vene- 
reum than for the chancroidal infection 
alone. 

The positive diagnosis of a chancroidal 
ulcer or bubo is made by finding the strepto- 
bacillus of Ducrey in a smear or culture from 
the lesion, and by a specific skin test. The 
superiority of the chancroidal intracutane- 
ous test with bacillary antigen over the test 
with antigen prepared from the pus has been 
- proven by Cole-Levin®) and Greenblatt-San- 
derson®), The method for the preparation 
of the bacillary antigen from cultures which 
we have used and found very satisfactory 
has been described by Greenblatt and San- 
derson) as follows: “To tubes of beef in- 
fusion agar in slants is added 1 cc. of de- 
fibrinated human blood. The blood is inocu- 
lated with O.1 cc. from an actively growing 
culture and placed under partial oxygen 
tension. To obtain this environment, the 
cotton plug is cut off short and pushed slight- 
ly into the tube; the upper portion of the 
tube is heated, but not too much, in a Bun- 
sen flame, and the tube is sealed by insert- 
(2.) Cole, H. N. and Levin, E. A., in J.A.M.A., 

105: 2040, 1935. 


(3.) Greenblatt, R. B. and Sanderson, E. S., in 
Arch. Dermat. and Syph., 36: 486, 1937. 


(4.) Greenblatt, R. B. and Sanderson, E. S., in 
Am, J. Clin. Path., 7: 198, 1937, 
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ing a tightly fitting rubber stopper. The 
culture is incubated for from two to three 
days at 37° C. During this period good 
growth takes place in the fluid blood, and a 
lesser growth appears on the surface of the 
slant. After the incubation, the blood as 
well as the surface growth, if any, is re- 
moved with a sterile pipet and added to ap- 
proximately 25 cc. of sterile distilled water 
in a sterile centrifuge tube of sufficient vol- 
ume, and the contents are sedimented by 
high speed centrifugation. The supernatant 
fluid is removed aseptically and discarded, 
and the process is repeated. Two such treat- 
ments suffice to remove most of the hemo- 
globin. The sediment of bacilli and red cell 
debris is suspended in sterile physiologic 
solution of sodium chloride, 10 cc. per slant 
being placed in sterile vials, and heated for 
thirty minutes at 60° C. A 1:10,000 solu- 
tion of merthiolate is used as a preserva- 
tive.” 

The test is performed by injecting O.1 ce. 
of the vaccine intracutaneously. The reac- 
tion is read in twenty-four and in forty- 
eight hours. In a negative test, either no 
reaction is seen (after two days) or at most 
a slight erythema, or minimal papule, which 
disappears quickly. In positive tests, red in- 
flammatory papules or indurations approxi- 
mately 1 to 2 cms. in diameter are seen, 
sometimes with erythematous areas or cen- 
tral pustules. In the interpretation of the 
results of this test, a number of points 
should be considered. Negative results rule 
out chancroidal disease unless the ulcer is in 
a very early stage, less than eight to ten 
days old. A positive result, according to 
Greenblatt and Sanderson“) ‘commits one 
to the diagnosis of chancroidal infection only 
when the Frei test, the Wassermann test, 
and the histopathological examination for 
malignant disease and for granuloma ingui- 
nale give negative results’—i. e., a positive 
chancroid test is only presumptive evidence. 
When the reactions are interpreted, one 
must keep in mind that the skin tests for 
chancroid and lymphopathia venereum re- 
main positive for life. 

Treatment: The most effective prophy- 
laxis against chancroid or any venereal in- 
fection is abstinence from promiscuous sexu- 
al contact. The technique of chemical 
prophylaxis for chancroidal infection is 
simple and effective if it is applied within 
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one hour after exposure. It is still of some 
value as late as eight hours after exposure. 
The female’s genitals and adjacent parts 
should be thoroughly washed with soap and 
water; a douche of one-half gallon of soapy 
water, temperature 100° F. should cleanse 
the vagina and cervix. Soap and water will 
destroy the strepto-bacillus of Ducrey. The 
mechanical prophylaxis of the condom is the 
main hope of prevention of chancroid and 
other venereal infections. 

Chancroidal ulcers have been treated local- 
ly with a great variety of drugs. Among 
the numerous preparations used are forma- 
lin, argyrol crystals, nitric acid, copper sul- 
phate, calomel and others. Cleanliness plays 
a main role. 

The culture vaccine of Ducrey bacilli has 
been used therapeutically to a very large ex- 
tent. The French employed a vaccine known 
as “Dmelcos’”,©) which was very popular. 
The great disadvantage of this method is 
that it produces very strong general reac- 
tions, a high fever, vomiting, chills and great 
exhaustion. In fact, many thought that the 
beneficial results of the vaccine were due to 
the fever and reaction. 

Sulfanilamide therapy with spectacular re- 
sults is replacing the many prolonged and 
none-too-satisfactory types of treatment. 
Kornblith, ete.,“° reported a series of 45 
patients treated with oral sulfanilamide. 
There was, without exception, complete heal- 
ing at the end of two weeks, with no ill 
effects due to the treatment. Batchelor and 
Lees“) treated 10 cases of chancroid with 
sulfanilamide by mouth. Four patients 
represented relapses after treatment with 
“Tymeleos” vaccine. The average number of 
days for cure was nine. There was one 
patient who developed toxic symptoms from 
the drug. Every chancroidal patient that 
we have seen during the past year has been 
placed on this therapy. We are convinced 
that this drug by mouth will cause complete 
healing with eradication of the disease with- 
in one to two weeks. The economic value 
of this treatment is of great importance. 
The treatment is easily carried out and is 
ambulatory. We have no definite plan of 


(5.) Nicolle, C. and Durand, P., in Presse med., 
p. 1033, 1924. 

(6.) Kornblith, Borris, A.; Jacoby, Adolph; and 
Wishengrad, Michael, in J.A.M.A., 111: 523, 
1938. 

(7.) Batchelor, R. O. L., and Lees, R., in Brit. 

Med. Jour., 1: 1100, 1938, 
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dosage. As a rule we have employed about 
80 grains in four divided doses daily for the 
first three to four days, and then 40 grains 
daily for the next nine to ten days. No 
patient has yet failed to heal promptly under 
this therapy. Local treatment of the ulcer 
or bubo has not been necessary. We feel 
that the sulfanilamide should be continued 
until the process is completely healed. The 
carefully controlled supervision of sulfanila- 
mide by a physician is absolutely necessary. 
The side reactions which may indicate tox- 
icity to the drug should be closely followed. 
One death from sulfanilamide chemotherapy 
would be tragic as chancroidal infection per 
se carries no mortality. Weakness, dizzi- 
ness, loss of sleep, “drunk feeling” and slight 
dyspnea are so common as to be called con- 
comitant reactions rather than complica- 
tions. Fever-rash syndrome, severe cyanosis, 
low hemoglobin content, leukopenia, severe 
vomiting and gastro-intestinal disturbances 
should indicate immediate discontinuance of 
the drug. The mode of action of sulfanila- 
mide on the strepto-bacillus of Ducrey has 
not been determined. 


Summary 


1. A very accurate diagnosis of chancroidal 
infection can be made today by culture 
and smear of the strepto-bacillus of Duc- 
rey and by the intracutaneous test with 
the bacillary antigen. 

2. More serious venereal infections such as 
lymphopathia venereum, granuloma in- 
guinale and syphilis must be ruled out in 
every suspected chancroid patient. Early 
epithelioma is also to be differentiated. 

3. Oral sulfanilamide causes complete rapid 
healing within seven to fourteen days. 

4. The carefully controlled supervision of 

sulfanilamide administration by a phy- 
sician is urged. The full cooperation of 
the patient is essential. 


Abstract of Discussion 


DR. T. L. LEE (Kinston): Dr. Thomas’ has left 
very little to be said on the subject of chanecroidal 
infections in and around the vulva. There is one 
thing I would like to emphasize—that is, the dif- 
ficulty in differential diagnosis. We are not all so 
fortunate as he in having the laboratory facilities 
to make an accurate diagnosis. The vaccines have 
to be fresh. 

At one time, years ago, there was a question 
whether a lesion was syphilis. We were satisfied 
to find a spirochete or note its absence. Today we 
go beyond that. We have to make a much more 
correct and accurate diagnosis exactly along the 
lines Dr. Thomas demonstrated. 
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The ROLE OF PECTIN IN DIARRHEA 


G. W. KUTSCHER, JR., M.D. 
ASHEVILLE 


Before liver was found to be a valuable 
adjunct in the treatment of pernicious 
anemia, it was simply another form of meat. 
Recall what scientific study and publicity 
have done for liver. Something similar may 
result from the research that is now being 
applied to pectin. A few years ago pectin 
was popularly known only as a substance 
used by our wives to make jelly congeal. 
Today it has been so glorified that it is being 
used as a germicide, as an antihemorrhagic, 
as a stimulant to wound healing, in phar- 
macy, and even by bakers to retain moisture 
in bread and cake. It is used to make cheese 
smoother and to temper steel; the ice cream 
maker even finds it valuable in his industry. 
However, as pediatricians we are chiefly con- 
cerned with its use in the treatment of diar- 
rhea. 

A little over a hundred years ago a French 
physician suggested pectin as an antidote 
for heavy metal poisoning, since pectin 
formed an insoluble compound in the pres- 
ence of these metals. The modern concep- 
tion of pectin began when Ehrlich started 
to work with it in 1915. About the same 
time Heiser discovered the value of the raw 
apple diet in diarrhea. He attributed the 
good results to the acid content of the fruit. 
Moro followed a few years later, but he 
attributed the effects obtained to the tannin 
content of the apples. Malyoth in 1934 was 
the first to ascribe the results of apple diet 
to the pectin content. Much of a theoreti- 
cal nature has been written on the subject 
by many writers since then, but very little 
proof has been offered to support their con- 
jectures. The issue has recently been cleared, 
however, by Manville and his co-workers, 
who have demonstrated that pectin is the 
active constituent of the apple diet and that 
the uronic acids, namely galacturonic and 
glucuronic, are the essential therapeutic 
fractions of pectin. 

For more than fifty years it has been 
recognized that glucuronic acid possessed a 
detoxifying action in the human intestinal 
tract. Ehrlich in his original work dis- 
covered that the chief organic acid in pectin 


Read before the Section on Pediatrics, Medical Society of the 
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is galacturonic acid. Today we realize that 
galacturonic and glucuronic acid have many 
similar properties. Both uronic acids form 
conjugation products with toxins and assist 
in the elimination of the poisons from the 
body. Possibly other fractions may have a 
value in the treatment of diarrhea, but at 
present the two uronic acids seem to be 
chiefly responsible for the remedial action 
of pectin. 

The irritants in the intestinal tract are 
responsible for the increased peristalsis— 
thus the frequency of the stools in diarrhea. 
Pectin removes these irritants and restores 
normal peristalsis quickly. Pectin not only 
removes the irritants, but also combines with 
both the bacteria and the toxin, making them 
inert. 

Corcoran has demonstrated that pectin 
has a germicidal action at a pH of 5.0 to 
5.5, and that this germicidal] action is greatly 
reduced when the pH reaches 6.0 or 6.5. 
Manville agrees that pectin can create a pH 
in the intestines in which ordinary patho- 
genic organisms cannot survive. This germi- 
cidal action of pectin has not been greatly 
emphasized in the literature. 

Practically every writer on the subject has 
remarked on the fact that pectin seems to 
have the property of quickly converting a 
liquid stool into a formed stool. Its value 
in retaining body fluids has been carefully 
demonstrated by several workers. Dehydra- 
tion is thus frequently avoided. Pectin con- 
tains a substance which assists the mucous 
membranes of the intestinal tract to secrete 
mucus. The mucous coating prevents me- 
chanical injury to these mebranes. 

While there are many additional advan- 
tages attributed to pectin, only the above are 
mentioned, because they alone haye been 
proven. Summarizing what has been offered: 
Pectin is a beneficial agent in the treatment 
of diarrhea because of its combining action 
with both the causative organism and its 
toxin. It reduces peristalsis by removing 
the irritants present in the intestinal canal. 
Pectin has been demonstrated to have a 
bactericidal action. Bulky stools quickly fol- 
low its use, thus preventing great fluid and 
mineral loss. 

My own experience with the pectin treat- 
ment of diarrhea began two summers ago. 
In 1937 I was so favorably impressed with 
its value in severe diarrheas that I used it 
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in a series of 50 consecutive cases of diar- 
rhea during the summer of 1938. A more 
complete analysis of that study will be re- 
viewed elsewhere. However, I offer for your 
consideration and discussion a few of the 
pertinent observations obtained from that 
study. 

The pectin used was in the form of a 
powder because I feel that it has definite 
advantages in this form over raw apple* 
The average age of these 50 children was 
23.6 months, the youngest being one month 
old and the oldest 12 years old. A daily 
stool culture was made in each case by a 
competent bacteriologist. In this way both 
a Clinical and a bacteriological diagnosis was 
made in each case. Time will not permit a 
‘detailed analysis of this study; so a rather 
brief summary will be presented to give you 
some idea of the results obtained. 

Bacteriologically, such organisms as these 
were recovered from the stools and were be- 
lieved to be the causative agency in the 
diarrhea: Bargen diplococcus, Escherichia 
Coli Communis and Communior, Salmonella 
Enteritides and Schottmulleri, Shigella Pa- 
radysenteriae (including Hiss, Shiga, Y, and 
Flexner bacillus), Aertryche and Sonne 
dysentery bacillus. It was one of the pur- 
poses of this study to endeavor to find a 
pathogenic organism causing diarrhea which 
could not be subdued by the use of pectin. 
No such organism was discovered. A final 
check on all stools was made to determine 
whether or not the previously found patho- 
genic organism persisted or recurred. These 
check-up studies revealed a complete clear- 
ance of the organism from the stools. 

Clinically, from the history taken when 
the patient was first seen, there was an 
average of nine stools per day on the day 
preceding the time I first saw the child. 
One child was having forty bloody stools 
per day. The first twenty-four hours fol- 
lowing the institution of the pectin treat- 
ment the number decreased to an average of 
four stools per day. Gross blood was pres- 
ent in the stool in seventeen instances but 
it disappeared (on the average) in forty- 
eight hours. Excoriated buttocks healed 


*This product is now on the market. made by Mead Johnson 
and Co., known as Pectin Agar with Dextri-Maltose. 
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within thirty-six hours. The temperature 
dropped to normal in most instances within 
thirty-six to forty-eight hours, the only ex- 
ceptions being the dysentery cases. The 
rapid disappearance of the toxicity was re- 
markable. Dehydration required no treat- 
ment except in those cases seen late in the 
disease. One child ill for twenty-four days 
before pectin was started was clinically well 
of her diarrhea in forty-eight hours. Pectin 
treatment seems to work about as well in 
the late cases as in those cases seen at the 
onset of the diarrhea. Naturally, late, in 
this instance, does not mean moribund. The 
first normal appearing stool was seen (aver- 
age of all cases) within 2.4 days following 
the institution of the pectin treatment. One 
very interesting feature was the sudden 
cessation of the diarrhea within a few hours 
after the treatment was started. The diar- 
rhea seemed to be checked even before the 
preparation had had an opportunity to pass 
through the gastro-intestinal tract. 

In my practice I believe I have tried all 
the recognized forms of treatment for diar- 
rhea and even some that have not been 
recognized. However, I have never seen such 
quick and satisfactory results as I have with 
pectin. Until something better is presented, 
pectin treatment will be my choice for all 
forms of childhood diarrhea. 


Mass Killing.—Devoting our lives, as we are, to 
the saving, the conservation of human life, it is in- 
escapable that our first reaction to mass killing is 
one of frustration, of futility. How puny are our 
efforts compared with the effect of war. Four years 
of the World War nullified, wiped out, the results 
of probably forty years of medical progress. The 
lifetime of a hundred laboratories, a thousand 
scientists, tens, yes, hundreds of thousands of doc- 
tors and nurses gone for naught.—Parran, Thomas 
Jr.: Cancer and the Public Health, Science 90: 
2341 (Nov. 10) 1939. 


* 


The Costs of War.—Not counting other losses, if 
the material costs of the World War and the arma- 
ment costs since then could have been spent to 
satisfy the basic needs of the people for peaceful 
living, the world today would be experiencing a 
standard of living beyond anything ever dreamed 
of. To attain a higher standard of national health 
is an urgent need in this country—whether the fu- 
ture brings us continued peace or war.—Parran, 
Thomas, Jr.: Cancer and the Public Health, Science 
90: 2341 (Nov. 10) 1939. 
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“THE SCARCITY OF DOCTORS” 


The New York Times for December 30 
records an interview with Dr. Hugh 8S. Cum- 
mings, former Surgeon General of the 
United States, immediately after his return 
from meetings of the Health Committee of 
the League of Nations in Geneva. “Dr. Cum- 
mings said that the meetings had been held 
to coordinate efforts in checking the spread 
of disease as a result of malnutrition and 
epidemics arising out of the war... ‘There 
never have been enough doctors in most of 
the European countries,’ he said. ‘And those 
that were available are now mobilized. So 
there is going to be a great problem created 
by the scarcity of doctors.’ ” 

In the Reader’s Digest for December— 
pages 19 to 25— is an article, “Health under 
Hitler”, by Dr. Martin Gumpert, “formerly 
head of Berlin City Dispensary for Deformi- 
ty Diseases”. In this article Dr. Gumpert 
states that in Germany “Scarlet fever cases 
in 1933 were 79,830; in 1937, 117,544. In 
1938 there were 77,340 cases of dipththeria; 
in 1937, 146,733 . . . In Germany rickets 
shows an appalling increase; in Munich only 
3.5 per cent of the school children are free 
from its symptoms... Dysentery ... has in- 
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creased 300 per cent under Hitler . . . The 
German death rate has increased for nearly 
every age group, but particularly for the 
levels of one to 15 years and 20 to 45”. 

“What is being done to stop the decay in 
the health of the German people? Is the edu- 
cation of the rising generation of doctors be- 
ing improved? 

“On the contrary. Two laws passed in 
1939 are significant. One cut down the pe- 
riod of medical study by two years. The 
other legalized the activities of quacks and 
nature healers: ‘Those who feel within them- 
selves a special call to nature healing can 
dispense with higher education or any form 
of examination.’ For every four certified 
doctors in Germany there is one so-called 
nature healer.” 


These two views—one, that of a veteran 
American public health worker, the other of 
a German physician—should give pause to 
those who would prescribe liberal doses of 
European political medicine as the tonic 
needed to improve the health of the Ameri- 
can people, even though, according to the 
Associated Press on January 6, “Surgeon 
General Thomas Parran ... today described 
the American people as the healthiest people 
in the world, and the present generation as 
the healthiest in the nation’s history.” If 
the political medicine practiced in Europe— 
which had its beginning in Russia and Ger- 
many—offers such tremendous advantages 
both to the public and to the physicians, why 
should there be such a scarcity of doctors 
reaping its benefits? And why, after half a 
century of this medical Utopia, reaching its 
climax under the present Nazi regime, 
should the health of the German people ret- 
rograde so rapidly? 

Doubtless many Europeans who, in the 
beginning, favored a system of political 
medicine would now like to see it abolished ; 
but it is too late. Let the people of America 
take warning from their pathetic example. 
It will be agreed that there are many other 
factors than socialized medicine to explain 
health conditions in Germany and _ other 
European countries; but the stubborn fact 
remains that the socialization of medicine 
was the entering wedge for totalitarianism 
in Germany and in Russia. 
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A MODERN CLASSIC 


DOCTOR AND PATIENT, by the late 
Francis W. Peabody, is a slim volume of only 
95 pages, published by The Macmillan Com- 
pany. It is worth far more than the $1.50 
asked for it. 

This little work belongs in Sir Francis 
Bacon’s select group of books which deserve 
to be chewed and digested. It contains only 
four essays, but they reveal the soul of a 
great physician and a great humanitarian. 
The titles are: “The Public and the General 
Practitioner’, “The Care of the Patient’, 
“The Physician and the Laboratory”, and 
“The Soul of the Clinic’. The author’s theme 
is well expressed in the subhead on the title 
page: “Papers on the Relationship of the 
Physician to Men and Institutions”. 

The first paper is devoted to proving the 
statement: “Never was the sound general 
practitioner more important than he ts to- 
day.” Here is no fulsome eulogy of the old 
horse and buggy doctor, but a logical analy- 
sis of the need for men trained to see the 
body and the mind as a whole. The value of 
specialists is recognized, but the need for the 
wise clinician is stressed. 

The second paper deals with the impor- 
tance of the doctor-patient relationship, 
pleads for individualism in the practice of 
medicine, and tells how to win and to keep 
the patient’s confidence. In the third paper, 
due tribute is paid the laboratory, but the 
point is emphasized that even now the num- 
ber of tested and reliable laboratory pro- 
cedures is relatively small, and that a 
thorough knowledge of a few methods is 
worth more to the clinician than a superficial 
acquaintance with many. 

The final essay is a letter to Dr. Long- 
cope, of Johns Hopkins, in which Dr. Pea- 
body sets forth his conception of the rela- 
tionship and responsibility of the Medical 
Chief to his Clinic. Only a real doctor and 
a true lover of humanity could have written 
it. No doctor could read it without wanting 
to do better work; no teacher, without tak- 
ing a greater interest in his pupils; no medi- 
cal chief, without a more kindly feeling 
toward his patients and his interns. 

The first three papers should be required 
reading for third and fourth year medical 
students, interns, residents, and, so far as 
possible, practitioners. The fourth should be 
read at least once a year by every medical 
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teacher and every attending physician in the 
country. The four together, if they could be 
assimilated into the professional souls of all 
the doctors in the country, would so raise 
the standards of practice as to put an end 
to all threats of political medicine. 

Reading this little classic is made poignant 
by knowing that its author died of cancer 
the day after finishing “The Soul of the 
Clinic”. After one has read these four es- 
says, it is easy to agree with Dr. Hans Zins- 
ser’s appraisal of their gifted author, in the 
foreword: “It is a rare blending of learning 
and humanity, incisiveness of intellect and 
sensitiveness of the spirit, which occasional- 
ly come together in an _ individual who 
chooses the calling of Medicine; and then we 
have the great physician.” 


%* * 


SPOOL COTTON AS A SUTURE 
MATERIAL 


In the Journal of the American Medical 
Association for December 16, (pages 2230- 
1), Drs. William H. Meade and Alton Ochs- 
ner, of New Orleans, strongly recommend 
ordinary spool cotton as a suture material. 
They have found that it has a number of 
advantages, other than the cost, over silk, 
linen, and catgut: It is less irritating to 
tissues; its tensile strength after implanta- 
tion shows no decrease until the tenth day 
or later, whereas other suture materials 
rapidly weaken; it gains rather than loses 
strength in boiling; and its knot holds bet- 
ter. 

Drs. Meade and Ochsner use No. 60 plain 
cotton to ligate small vessels, No. 30 for 
approximating the peritoneum and fascia, 
No. 20 for retention sutures, and No. 10 
mercerized crochet cotton for through and 
through sutures of the abdominal wall. 
“Skin closure, when tension is not a factor, 
can be readily acomplished with No. 50 black 
mercerized thread. Black is used instead of 
white because the latter is somewhat diffi- 
cult to find at times, owing to its becoming 
stained with blood.” 

While even the universal use of spool cot- 
ton by surgeons would not reduce the sur- 
plus cotton crop stored in southern ware- 
houses as would the hypothetical extra inch 
on every Chinaman’s shirt tail, it would seem 
to be almost an ideal suture material. Cer- 
tainly it merits a trial. 
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A MESSAGE TO THE MEDICAL 
SOCIETY OF THE STATE OF NORTH 
CAROLINA FROM THE AUXILIARY 
THROUGH ITS PRESIDENT 

May I congratulate the Medical Society 
upon its establishment of a State Medical 
Journal! A finer, more progressive group of 
doctors cannot be found than those here in 
North Carolina, and as an auxiliary we are 
proud that these outstanding men will have 
a channel for exchanging ideas that will 
work for their enrichment and, thereby for 
the benefit of the people. 

The JOURNAL is most fortunate in its capa- 
ble editorial staff. The Auxiliary is anxious 
to uphold this Editorial Board and cooperate 
with them in every way possible. 

May I here express the gratitude of the 
Auxiliary to the Medical Society of the State 
of North Carolina, for printing the 1939- 
1940 records of the Auxiliary, and also ex- 
press our appreciation for space set aside 
each month in this Journal for our use. 

We do want to justify our existence and 
your faith in us. We feel that we have your 
local support for many reasons, but especial- 
ly because: 

1. It was a doctor who asked for this aux- 
iliary and was responsible for its birth 
in 1923—Dr. John Wesley Long. 

2. The immediate past president, Dr. J. 
Buren Sidbury, in his message to the 
auxiliary from the Medical Society, 
complimented the auxiliary on its edu- 
cational and legislative work during his 
administration and commended to us a 
definite piece of work. 

3. Dr. Olin West of the American Medical 
Association, through Dr. Webb Griffith 
of Asheville, has asked us as an organi- 
zation to tell the public in every pos- 
sible way that should the Wagner Bill 
or its substitute become law, it would 
not be to the best interest of the doctor 
or the public. 

4. And finally, one doctor this year is 
especially anxious that an auxiliary be 
formed in his county while he is presi- 
dent of the County Medical Society. 

There is one thing the Auxiliary does want 
the Medical Society to know. Because we 
as an auxiliary are anxious to be helpful to 
the Medical Society as well as to become 
better doctors’ wives for having been Aux- 
iliary members, our activities are always 


guided by the Advisory Board which the 
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Medical Society elects. The Auxiliary never 
sponsors or undertakes a main project with- 
out first getting the approval of this Ad- 
visory Board. Our Auxiliary By-Laws re- 
quire this guidance from the Medical Society 
as shown in Article II, Section 1: 

“Objects.—The objects of this organiza- 
tion shall be to interpret the aims of the 
medical profession to other organizations in- 
terested in the promotion of health educa- 
tion; to assist in the entertainment at the 
meetings of the Medical Society of the State 
of North Carolina; to promote friendliness 
among the families of the medical profes- 
sion; and to do such work as may be ap- 
proved from time to time by the Advisory 
Committee appointed by the Medical Society 
of the State of North Carolina.” 

Again we thank the State Medical Society 
for its generous and loyal support of the 
Auxiliary. 

(Signed) ANNA L. STROSNIDER. 


THE WOMAN’S AUXILIARY 


For Mrs. Strosnider’s gracious message to 
the Medical Society of the State of North 
Carolina, the NORTH CAROLINA MEDICAL 
JOURNAL, as the official representative of the 
Society, makes its best bow. We doctors ap- 
preciate more than the English language will 
allow us to say, the loyalty and cooperation 
of the Woman’s Auxiliary. This organiza- 
tion of doctors’ wives long ago justified its 
existence, and richly deserves the space al- 
lotted to it in each month’s issue of this 
journal. Indeed, the NORTH CAROLINA MEDI- 
CAL JOURNAL belongs to the Woman’s Auxili- 
ary as well as to the Medical Society of the 
State of North Carolina; for the Auxiliary 
is an integral part of the Society. 

Only too seldom are compliments ex- 
changed between husbands and wives. Mrs. 
Strosnider has set the example; let us re- 
solve that in the future we will show more 
appreciation of our wives—both as individ- 
uals and as the organization known as the 
Woman’s Auxiliary. Dr. Rock Sleyster, in 
an address to the Milwaukee Woman’s Aux- 
iliary, has well said that “Nothing is as im- 
portant in shaping the doctor’s career as is 
his wife and his home. The doctor’s wife 
must share his idealism, appreciate a stand- 
ard of values held by no other group, and 
give to him an understanding required of 
few. Being a doctor’s wife is both an art 
and a career.” 
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TULAREMIA 
Report of a Case of the Oculo-Glandular Type 


B. W. FASSETT, M.D. 
DURHAM 


Tularemia is primarily a fatal bacteremia of wild 
rodents; secondarily, a disease of human beings. 
In nature, it has thus far been found in ground 
squirrels, wild rabbits, rats and mice. It is trans- 
mitted to man by the bite of an intermediate host 
such as the horse fly, wood tick, bed bug, or flea. 
It may also be transmitted by the bite of a con- 
taminated animal, through self inoculation, or 
through contamination of the hands or conjunctival 
sac with parts of the internal organs or body fluids 
of an infected animal. Therefore, it is more com- 
monly found in persons handling these animals— 
such as farmers, market men and women, cooks, 
hunters and laboratory workers. There is no record 
of the transmission of the disease directly from 
man to man. 

The incubation period varies from one to ten 
days, with an average of three and a half days. 
The onset is sudden, and usually consists of head- 
ache, chills and fever, aching, body pains, and 
sweating. In some cases nausea, vomiting, abdom- 
inal cramps and diarrhea may be present. There 
is enlargement and tenderness of the regional lymph 
glands. The disease runs a rather prolonged course 
of two to eight weeks with remissions of tempera- 
ture, recurring chills and sweats, loss of weight, 
weakness, and even prostration. Convalescence is 
slow, and there is great weakness on exertion; re- 
covery may take place in one to twelve months. 
Relapses of fever after eight to ten months, last- 
ing from six to eight days, have been reported. One 
attack, however, confers immunity. 

The oculo-glandular type presents multiple, small 
discrete ulcers of the palpebral conjunctiva with 
yellow, necrotic plugs, and indurated margins. There 
is marked chemosis and swelling of the lids with a 
mucoid discharge. In rare cases the bulbar con- 
junctiva is involved; single ulcers four or five mm. 
in diameter have been seen on the bulbar con- 
junctiva. Corneal complications are rare. The re- 
gional lymph glands are swollen and tender. White 
cells are moderately increased, but the blood count 
is of no diagnostic importance. 

The diagnosis is made from the agglutination of 
the B. Tularense by the patient’s blood serum. This 
reaction is absent during the first week, but appears 
during the second. 

_ Prevention is of major importance; after the 
disease is once established the treatment is purely 
symptomatic. At the present time a specific serum 
is being used with considerable success. 


Report of Case 


The case I wish to report is that of a colored boy, 
ten years of age, from the northern part of Person 
County, who was admitted to Lincoln Hospital, Dur- 
ham, N. C., on June 27, 1936. 

The history of the case, taken by the intern, is as 
follows: In the middle of June a wild rabbit was 
killed near the home. The animal was skinned near 
the house and the hide was left on the ground for 
several days. About five days later the boy’s eyes 
became red, painful, and running. An epidemic of 
pink eye was present in the neighborhood, and the 


‘Read before the Section on Opthalmology and Otolaryngology 
at the Bermuda Meeting of the Medical Society of the State 
of North Carolina, May 18, 1989, 
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condition was attributed to that. Eye drops were 
obtained from a druggist, but the condition of the 
eyes showed no improvement, 

About a week later, another rabbit was caught 
and skinned by the boy’s father. The dressed rab- 
bit was given to the boy to carry into the house. 
Next day the child complained of soreness about the 
ears. Both sides of the neck became swollen and 
the eyes so swollen that the child was unable to 
open them. The family physician was called and 
hospitalization was advised. 

The patient gave a history of having had the 
usual childhood diseases—measles, whooping cough 
and chicken pox. His health was always good ex- 
cept for frequent colds with sore throat and tonsili- 
tis. Family history was negative. 

I saw the patient the second day after he was 
admitted to the hospital. The temperature was 103, 
pulse 120, respirations 25. Urinalysis was negative, 
Wasserman plus one. A smear from the eye showed 
numerous pus cells. One smear showed staphylococ- 
cus. Examination of the blood showed red cells 
4,650,000, white cells 13,150, hemaglobin 80. Blood 
cultures were persistently negative. An agglutina- 
tion test for tularemia was negative on the twelfth 
day, but positive on the fourteenth day. 

The appearance of the face and neck was that of 
combined gonorrheal ophthalmia and mumps. The 
eyes were closed by the intense swelling, and the 
lower lid was bathed in muco-pus. The glands of 
the neck were greatly swollen and tender. The 
everted lid revealed the typical picture of tularemia 
conjunctivitis. On each tarsal cartilage of the upper 
lid were ten openings that had the appearance of 
having been made with the corneal trephine, and 
each opening was’ filled with necrotic tissue. On 
the conjunctiva of each lower lid there were three 
of these ulcers, but they did not have the clear cut 
edge of those appearing on the upper lid. The re- 
semblance to the appearance of the tonsils in fol- 
licular tonsilitis was very striking. At no time was 
there any corneal involvement. 

As previously stated, the patient’s temperature on 
admission was 103, and for the first six days it re- 
mained at about this point, with very little varia- 
tion. On the seventh and eighth day there was a 
distinct remission, the temperature reaching normal. 
On the ninth day there was recurrence of the fever, 
which then reached the highest point during the 
sickness. For the next few days the temperature 
was of the septic type, but there was no suppuration 
of the enlarged glands. There followed a gradual 
improvement in the patient, and he was discharged 
at the end of the third week with normal pulse and 
temperature; swelling of the glands was nearly 
gone, and the conjunctival lesions were healed. 

The general treatment was symptomatic and sup- 
portive. The eyes did best with instillation of 
— every three hours, followed by boric acid 
wasn, 


Comment 


This boy probably had an ordinary pink eye in 
the beginning, and by rubbing the eyes after hand- 
ling the dressed rabbit, he got a direct tularemia 
infection of the conjunctiva. If the father was cor- 
rect in the dates, the incubation period was only 
one day, which is frequently the case in severe in- 
fections. If he had received the infection when the 
first rabbit was killed, there would have been a 
positive agglutination the first week he was in the 
hospital. 

The interesting points in the case were the sud- 
denness and severity of the infection, the greatly 
enlarged glands, the typical punched out lesions of 
the conjunctiva, high temperature with prostration, 
and the remission with return of temperature, 
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In the community from which this boy came a 
number of cases of tularemia have been reported in 
the last two years. One terminated fatally. 


Abstract of Discussion 


DR. J. R. McCRACKEN (Waynesville): Do the 
eyes usually become affected in general tularemia? 

DR. FASSETT: Not necessarily. 

DR. J. D. FREEMAN (Moffitt): Have you had 
cases from the use of dyes on the eyelid? ; 

DR. FASSETT: I have never seen anything simi- 
lar to ciliary conjunctivitis. 

DR. PEELER: Did you say how many cases of 
that had been reported? 

DR. FASSETT: I do not know how many have 
been reported. This is the only one I have had. 
There have been a number reported in this country. 
There are quite a number in the literature. 

CHAIRMAN PEERY: Those ulcers do not have 
to be typically round and punched out. 

DR. FASSETT: They were irregular on _ the 
lower lid; pointedly regular on the upper. 

CHAIRMAN PEERY: There is some diversity 
in the shape of the lesions. Some of them are 
rather irregular. Later in the disease they slough 
out, and are not so regular in their shape and size. 

I remember I had one case that looked as if the 
whole lower lid was going to slough all the way 
through—a late case when it was seen. I think 
most of the cases I have heard reported stressed 
that fact. Any unusual ulceration in the conjunctiva 
and the history is sufficient to make the diagnosis 
fairly certain, is it not? The blood reaction cinches 
the diagnosis. 

DR. FASSETT: That makes the diagnosis almost 
certain. 

DR. FREEMAN: You didn’t use anything but 
argyrol and boric acid solution? 

DR. FASSETT: We tried several different things, 
but the eyes seemed to do better on using ten per 
cent argyrol. 


A NOTE ON NEURALGIAS OF 
CRANIAL NERVES 


FREDERIC M. HANES, M.D. 
DURHAM 


Tic douloureux, or trigeminal neuralgia, is by far 
the commonest of the painful, paroxysmal] cranial 
nerve neuralgias; but tic douloureux due to disease 
of the geniculate ganglion of the seventh nerve, 
causing geniculate neuralgia, and lesions of the 
petrous ganglion of the glossopharyngeal, or ninth 
nerve, producing glossopharyngeal neuralgia, are 
seen occasionally. 

Geniculate neuralgia is a frequent accompaniment 
of the common form of facial paralysis, or Bell’s 
Palsy, causing pain behind the ear which may be- 
come severe, spreading to the front of the ear and 
down the neck. Geniculate herpes zoster, with vesic- 
ulation and great pain within the ear and concha 
is seen now and then, either alone or accompanying 
Bell’s Palsy. 

Glossopharyngeal neuralgia, though rare, produces 
such a characteristic syndrome, and is susceptible 
to such brilliantly successful treatment, that it 
should be familiar to all. There follows a brief 
history of such a case: A married woman of 39 
came in February 1935 complaining of frequent at- 
tacks of sharp, stabbing pain in the left side of the 
throat and left ear. 

Nothing in her family or past histories shed any 
light on the present lilness. 

During the past three winters, beginning in Janu- 
ary, she has suffered from attacks of “sharp, quick 
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pain”, beginning in the left tonsillar region and 
passing upward to the left ear. The pain in the ear 
is of only a few seconds duration but while it lasts 
the ear “feels as though it would burst”. “It is a 
glimmering, sickening pain deep down in the center 
of the ear.” The pain always comes in sharp at- 
tacks, sometimes one, again several in quick suc- 
cession. She does not have these attacks in sum- 
mer, only in the cold winter months. Drinking cold 
water will “trigger” an attack and, recently, swal- 
lowing anything precipitates a seizure. She states 
that frequently thirty minutes or more are required 
to eat a simple breakfast. Fear of the attacks has 
causer her to limit greatly her food intake. 

Two wisdom teeth were removed 18 months ago, 
in the hope of relieving the paroxysmal seizures, 
and 13 months ago the tonsils were removed. No 
relief whatsoever was experienced following these 
operations. Recently the attacks have been more 
severe than ever. She has never had otitis media 
or ear-aches of the usual variety. 

Physical examination revealed absolutely nothing 
which might be incriminated as a cause for the at- 
tacks; she was an exceptionally normal, healthy 
woman. Audiograms showed quite normal hearing. 

It was obvious that the patient’s symptoms were 
due to “glossopharyngeal neuralgia”, due to lesion 
of the petrous ganglion, the pain radiating mostly 
to the tympanic plexus of the tympanum, and she 
was placed on daily inhalations of trichlorethylene. 
The result was quite satisfactory. Within six weeks 
she was free of the attacks and during the following 
winter, which was one of exceptional severity, she 
had no attacks at all. She has been observed close- 
ly during the past four winters and no return of 
the seizures has occurred. 

Trichlorethylene inhalations were used in this 
patient with excellent results. The ampule was 
broken on a cotton sponge and inhaled through the 
mouth and nose three times daily. Its use was sug- 
gested by the occasionally successful treatment of 
trigeminal neuralgia with trichlorethylene. At the 
time, I could find no reference in the literature to 
its use in glossopharyngeal neuralgia, but a few 
months later Hoover and Poppen(!) published an 
excellent review of the subject, and reported two 
cases successfully treated with trichlorethylene. 

Glossopharyngeal and trigeminal neuralgias may 
occur in combination(?). 

Unfortunately we cannot hope that glossopharyn- 
geal neuralgia will yield very often to treatment 
with trichlorethylene, but fortunately Adson(3) has 
devised a relatively simple and safe operation for 
its cure. The ninth nerve is exposed and sectioned 
through a sub-occipital craniotomy, thus relieving 
permanently all the symptoms, 


CLINICO-PATHOLOGICAL 
CONFERENCE 


City MEMORIAL HOSPITAL 
WINSTON-SALEM. 


Case No. 1, Mr. R. C. S., a white male about 46 
years of age, entered the hospital with pain in the 
back, weakness, fever and chills of two weeks’ dura- 
tion. The patient dated the onset of his present 
illness to two years before admission, at which time 
he had had “muscle pains” running along both sides 
of his spine in the upper lumbar and lower thoracic 
region. This was accompanied by fever, weakness, 
and occasional chills. These attacks had recurred 
W. B. and Poppen, J. L.: Glossopharyngeal 


Neuralgia. J. A. M. A. 107:1015 (Sept.) 1936. 
(2.) Peet, M. M.: Glossopharyngeal Neuralgia. Ann. 
101: 256 (Jan.) 1935. 


(1.) Hoover, 
Surg. 


(3.) Adson, A. W.: The Surgical Treatment of Glossopharyn- 
Neuralgia. Arch. Neurol, & Psychiat. 12: 487 (Nov.) 
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at intervals of three to four months. The present 
attack was similar to these previous attacks. The 
patient did not stop working until two days before 
he was admitted, having had two or three chills 
while still at work. The patient had also had a 
sensation of pain immediately beneath the xyphoid 
process, and stated that food did not seem to pass 
this area of his stomach until about three hours 
after meals. He was nauseated, but it was im- 
possible for him to vomit. 

Past history and the family history were negative 
except for a skull fracture four years ago, and 
pneumonia. He denied venereal disease. 


PHYSICAL EXAMINATION: Revealed a_ well 
developed and somewhat obese white male who 
was restless and slightly dyspneic, and appeared 
acutely ill. Examination of the head was negative 
except for pyorrhea and many carious teeth. The 
pharynx was reddened. CHEST: Respiration was 
somewhat labored, but expansion was equal. There 
was an area of tenderness over the right costal 
cartilages just below the xyphoid process. The 
lungs were clear to percussion and auscultation. 
HEART: Blood pressure was 105/60. Position of 
maximum impulse was not palpable. The rhythm 
was regular, and rate was 110. There was a soft 
systolic murmur at the apex, which was _ trans- 
mitted over the entire precordial area. There was 
no thrill palpablee ABDOMEN: There was no ten- 
derness, and no masses or viscera were palpable. 

On admission temperature was 101.2°, pulse, 116 
and respiration 22, 


LABORATORY WORK ON ADMISSION: 


Urine: Showed a trace of albumin and 3-5 hyalin 
casts. 
Blood: 
R. B. C. 5,200,000 
W. B. C. 11,000 
Stabs. 16% 
Segs. 46% 
Lymphs. 36% 
Monos. 2% 
Hb. 17 grams 


There were no malarial parasites present. 
Smears from the gums showed staphylococcus. 


Seven days after admission the patient developed 
dullness at the left lung base with a few rales in 
both bases. The heart sounds were of poor quality, 
with no change in the heart murmur. Tire eye 
grounds showed indistinctness of the margins of 
the discs, with a recent flame-shaped hemorrhage 
present at the temporal side of the right disc, and 
slight arterio-venous compression. The blood pres- 
sure at this time was 80/50. The patient began to 
cough, and had showers of rales over the anterior 
portion of the right chest, with a few rales at the 
left base and in the left axilla. X-ray examination 
revealed a patchy consolidation at the left upper 
lobe and the right middle and lower lobes; the 
heart was markedly enlarged in the transverse and 
long diameters. The patient’s condition grew steadi- 
ly worse. The heart became irregular, and the 
blood pressure remained extremely low. The physi- 
cal signs in the chest increased until the patient 
died twelve days after admission. The urine showed 
a trace of albumin throughout the stay in the hos- 
pital, with hyalin and granular casts present. The 
sputum showed staphylococci and streptococci. The 
blood cultures were negative. Cultures for typhoid 
fever were negative. Agglutination for typhoid, 
Brucella Abortus, B. Proteus X 19, B. tularense and 
B, para typhosus A, and B, were negative, The red 
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count remained over four and a half million. The 
white count remained between fourteen and seven- 
teen thousand with a moderate increase of poly- 
morphonuclears. The stools were negative for para- 
sites and ova. The sputum was negative for tubercle 
bacilli. The temperature continued elevated through- 
out the course, ranging between 101°F. and 103°F. 
The pulse ranged between 100 and 120. Respira- 
tions increased from 22 on admission to 45 on the 
day before death. 


CLINICAL DISCUSSION: This case presents 
the picture of an obese white man of 46 who died 
apparently of pneumonia. The fact that he was ill 
for two years with recurring chills, fever, and pains 
in the back leads one to suspect a renal lesion such 
as pyelitis, pyelonephritis, or multiple intracapsular 
or subcapsular abscesses. At any odds, he seems 
to have had some chronic low grade pyogenic infec- 
tion for two years.. His terminal illness for which 
he was admitted to the hospital took its onset as 
the other episodes had done, but was more severe 
and was climaxed by pneumonia and death. 

The findings of marked cardiac dilation, a heart 
murmur, and finally of a petechial hemorrhage in 
the retina, point definitely toward bacterial endo- 
carditis. There should be embolic lesions in the kid- 
neys, spleen, and other viscera. 

It is difficult to conceive of this man’s clinical 
picture as being at all typical of subacute bacterial 
endocarditis, as there was no wasting, anemia, or 
evident pre-existing rheumatic valvular or congeni- 
tal heart disease. It seems the conservative thing 
to say that he had bacteremia and likely acute en- 
docarditis of short duration, with death due to 
pneumonia and heart failure. 

A point to bring out here is that if one has 
reason strongly to suspect bacteremia, repeated 
blood cultures should be performed, the blood being 
drawn while the temperature is down as well as 
during its height following chills. Most bacteria 
are definitely attenuated by heat, and so might be 
grown more easily if cultured from media of nor- 
mal body temperature. The case in point had only 
one blood culture, which showed no growth. Some 
strains of streptococcus viridans are grown with 
great difficulty and only after many attempts with 
various culture media. Some are even anaerobic. 

Pain in the back has been found in my experience 
to be a very common accompaniment of bacterial 
endocarditis, but the pain in this case seems not to 
have been caused by this disease, or the clinical 
picture would have manifested itself in two years 
time. 


AUTOPSY: The autopsy showed an acute bac- 
terial endocarditis with complete destruction of two 
of the aortic leaflets, and a large mass of vegeta- 
tions in one of the sinuses of valsalva, which ex- 
tended through the wall of the sinus and projected 
into the cavity of the right auricle just above the 
tricuspid ring. There was red hepatization of both 
lungs, and a thrombus in a small pulmonary artery 
in the left lower lobe. Staphylococci were obtained 
from the vegetations in the heart. 


DISCUSSION: Autopsy showed a ease of an 
acute ulcerative bacterial endocarditis caused by 
the staphylococcus, with early consolidation of the 
lungs. The presence of severe pyorrhea, with 
staphylococci from the gums, suggests that the site 
of origin of this endocarditis was the pyorrhea. 
The history of muscle pain in the back may wel) 
have been also a result of the pyorrhea, with tran- 
sitory invasion of the blood stream by organisms. 
There was no anatomrical explanation for the dis- 
comfort in the epigastrium. 
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BULLETIN BOARD 


NOTES FROM THE OFFICE OF THE 
SECRETARY-TREASURER 


There have been numerous inquiries from 
physicians in the twenty unorganized coun- 
ties as to the proper procedure in joining 
the State Society. Under our Constitution 
and By-Laws a choice is given: they may 
send their annual dues of $8.00 direct to this 
office; or, they may join any adjoining or- 
ganized County Society and send their dues 
through its secretary. 


The Duplin County Medical Society has 
been reorganized with Dr. B. B. McGuire of 
Kenansville as Secretary. 
%* 
Membership in the House of Delegates is 
based on the ratio of one delegate for each 
25 members. The County Societies are urged 
to send in correct names and addresses of 
all delegates prior to March 1, thereby sav- 
ing the usual loss of time and confusion in 
organizing the House of Delegates at the 
annual meeting. This is to be held in the 
Carolina Hotel, Pinehurst, May 13, 14, and 
15. 
T. W. M. Lone, M.D. 
Secretary-Treasurer. 


AMERICAN BOARD OF OBSTETRICS AND 
GYNECOLOGY EXAMINATIONS 


The general oral and pathological examinations 
(Part ID for all candidates (Groups A and B) will 
be conducted by the entire Board at the Atlantic 
City Hospital, Atlantic City, N. J., from Friday, 
June 7, through Monday, June 10, 1940, prior to the 
opening of the annual meeting of the American 
Medical Association in New York City on Wednes- 
day, June 12, 1940. Candidates are requested to 
note that the dates of the examinations have been 
advanced one day from those previously announced. 

Applications for admission to Group A, Part II, 
examinations must be on file in the Secretary’s 
Office not later than March 15. 1940. 

Forma] notice of the time and place of these ex- 
aminations will be sent each candidate several weeks 
in advance of the examination dates. 

Candidates for reexamination in Part It must 
make written application to the Secretary’s Office 
before Apri) 15. 


The annual dinner of the Board wil) be held in 
New York City on Wednesday evening, June 12, 
1940, at the Hote) McAlpin. For further informa- 
tion and application blanks, address Dr. Paul Titus, 
Secretary, 1015 Highland Building, Pittsburgh, 


Pennsylvania. 
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SOUTH ATLANTIC ASSOCIATION OF OBSTE- 
TRICIANS AND GYNECOLOGISTS 


The Annual Meeting of the South Atlantic Asso- 
ciation of Obstetricians and Gynecologists was held 
at the Jefferson Hotel in Richmond, February 9 and 
10. The program was as follows: 


Friday, February 9 


9:30 A.M.: 
R. T. Ferguson, Charlotte, N. C. 
“A Review of the Data on 600 Women Tested 
for Patency of the Fallopian Tubes”. 
Discussants: 
1. F. Richards, Jacksonville, Fla. 
2. Kermit Brown, Asheville, N. C. 


J. Randolph Perdue, Miami, Fla. 


“The Postpartum and Postoperative Bladder”. 
Discussants: 
1. Manley Hutchinson, Columbia, S. C. 
2. H. H. Ware, Richmond, Va. 
Guest Speaker: Phillip Williams, Phila- 
delphia, Pa. 
F. Bayard Carter, Durham, N. C. 


“Late Toxemias of Pregnancy with Analysis of 
Postmortem Findings”. 
Discussants: 
1. R. A. Bartholomew, Atlanta, Ga. 
2. Joseph Baer, Richmond, Va. 
President’s Address: Robert E. Seibels, Co- 


lumbia, S. C. 
6:00 P.M.: 
President’s Party. Jefferson Hotel. 
7:00 P.M.: 


Banquet. Howard W. Blakeslee, Science Editor, 
Associated Press, New York, Speaker. 


Saturday, February 10 


9:30 A.M.: 
R. B. Greenblatt, Augusta, Ga. 
“The Estrogenic Activity of Diethylstilbestrol”. 
Discussants: 
1. E. C. Hamblen, Durham, N. C. 
2. T. J. Williams, Charlottesville, Va. 
R. B. Dunn, Greensboro, N. C. 
“Asphyxia Neonatorum”,. 
Discussants: 
1. W. A. Hart, Columbia, S. C. 
2. C. J. Collins, Orlando, Fla. 
Guest Speaker: Arthur Curtis, Chicago, Il. 
Dr. G. R. Holden, Jacksonville, Fla. 
“The Use of Radium in Treating Menopausal 
Hemorrhages of Benign Origin”. 
Discussants: 
1. W. R. Payne, Newport News, Va. 
2. J. D. Parker, Greenville, S. C. 
Dr. C. J. Andrews, Norfolk, Va. 
“The Third Stage of Labor with a Description 
of a New Method of Expression of the Placenta” 
Discussants: 
1. Hunter Jones, Charlotte, N. C. 
2. O. R. Thompson, Macon, Ga. 


AMERICAN ACADEMY OF PEDIATRICS 


The District of Columbia members of the Amert- 
can Academy of Pediatrics will be hosts for the 
Annual Meeting of Region 1 of the American Acade- 
my of Pediatrics on April 4th, 5th and 6th, 1940, 
at the Mayflower Hotel, Washington, D. C. 
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Architect’s sketch of a bird’s-eye view of the Bowman Gray School of Medicine, and enlarged North 


Carolina Baptist Hospital in Winston-Salem as it will appear after completion. 


In the foreground is the 


new wing to be added to the present hospital and also shown is the four-story addition to be constructed 


on the south end of the hospital. 


At the right is the medical school building which will be directly con- 


nected on all floors with the hospital. Total cost of the hospital addition and the medical school, affiliated 
with Wake Forest College, together with equipment, will be approximately $750,000,00. 


BOWMAN GRAY SCHOOL OF MEDICINE 
OF WAKE FOREST COLLEGE 


Plans for the construction of the Bowman Gray 
School of Medicine of Wake Forest College and for 
the enlargement of the North Carolina Baptist Hos- 
pital are nearing completion, and it is thought that 
work on the building will begin around June 1. 

The medical school building will be constructed 
across the north end of the present hospital, directly 
adjoining it. The hospital itself will be tripled in 
size by the addition of two wings—one at the rear, 
six stories high, and the other at the south end of 
the building, four stories high—and by the enlarge- 
ment of the kitchen wing. Among the features of 
the medical school, which will be large enough to 
accommodate a maximum of 50 students in each 
class, will be an auditorium with a seating capacity 
of 300 and a library with a 50,000 volume capacity. 
In the enlarged hospital an ampitheatre with 100 
seats will be built next to the operating room. Two 
floors of one wing will be given over to pediatrics. 

Although the medical school and hospital will be 
separately owned and financed, they will be served 
by a joint professional staff. The school expects to 
cooperate with all other medical institutions in Win- 
ston-Salem and Forsyth County. 

The total expenditure on buildings and equip- 
ment will be about $750,000, $300,000 of which will 
go for the medical school building alone. Funds 
for the medical school are being provided by the 
Bowman Gray Foundation. More than $200,000 has 
been subscribed throughout the state for the eddi- 
tions to the hospital. 

Northup and O’Brien are the architects. 


NEWS NOTES FROM DUKE UNIVERSITY 
SCHOOL OF MEDICINE 


On January 9 Dr. Charles L. Scudder, Fracture 
Surgeon, of Boston, Mass., held a clinic for the staff 
and students on “Emergency Splinting of Fractures”. 


NOTES FROM THE DIVISION OF PUBLIC 
HEALTH, UNIVERSITY OF NORTH 
CAROLINA 


Dr. Harold W. Brown, Professor of Public Health, 
is making a survey of the parasites of a representa- 
tive sample of the population of the state. He is 
making a special study of the problems of malaria 
and hookworm, and has recently published on the 
subject: “A Survey of Intestinal Helminths in 
Orange County, N. C.,” and “A Note of the Preva- 
i of Intestinal Helminths in Orange County, 

Dr. Brown, in collaboration with Dr. James C. 
Andrews, Professor of Biological Chemistry in the 
School of Medicine, is studying the problem of the 
distribution of quinine in the blood under various 
conditions, and other questions relating to the bet- 
ter treatment of malaria. . 

Dr. William L. Fleming, formerly of the Johns 
Hopkins School of Medicine, has been added to the 
faculty of the Division of Public Health as Professor 
of Syphilology. He will continue research in syphilis 
and conduct special courses in syphilology. 

Dr. Daniel F. Milam, Professor of Nutrition in 
the Division of Public Health, is making a study of 
the nutritional defects in this state. His studies 
will include both laboratory and clinical observa- 
tions on the dietary defects leading to vitamin defi- 
ciencies. 

Dr. Milton J. Rosenau is Chairman of a Board 
appointed by Surgeon General Thomas Parran, of 
the U. S. Public Health Service, to report on the 
health hazards incident to use of city wastes in 
land-fill operations in Queens County, New York. 

Dr. Roy Norton, Professor of Public Health Ad- 
ministration, is making special studies on public 
health administration and government with refer- 
ence to health in the South. 

Dr. Herman G. Baity, Professor of Sanitary En- 
gineering, is making special studies of textile wastes, 
water purification, sewage disposal, etc. 

Professor H. B. Gotaas, of the Engineering De- 
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partment, is carrying on studies on the biological 
oxidation of sewage wastes in fresh and sea water 
at different temperatures, and on the control of 
algal growths on the walls of swimming pools. 

Professors Baity and Gotaas, with the assistance 
of Mr. Ralph Porges and Mr. Robert K. Horton, 
under a special grant from the Textile Foundation, 
are carrying on investigations on the control of tex- 
tile waste pollution. 

Dr. Albert J. Sheldon, instructor in public health, 
is working with Dr. Brown on the treatment and 
epidemiology of dog heartworm. Their studies on 
the treatment of these parasites are being conducted 
with the aim of finding a successful treatment for 
human filariasis. 

A number of research scholars are engaged in the 
various departments of the Division of Public Health. 
Mr. Sidney F. Ascher, with the assistance of Mr. 
Abraham Rotman, is making a study of diptheria 
carriers; Mr. A. E. Williamson, Jr., is working on 
a study of bacterial air pollution and methods of 
control; Mr. Emil T. Chanlett is working on indices 
for swimming pool safety; Mr. William A. Moggio 
is working on the fates of certain parasites in 
different processes of sewage treatment; Mr. R. F. 
Hill, Jr., is working on the characteristics of in- 
stitutional and residential sewage; Mr. Thomas J. 
Brooks, Jr., is working on influenza; and Mr. Wil- 
liam W. Taylor, Jr., is working on the malaria and 
hookworm survey. 

The Division of Public Health offers one short 
course each fall. It has seven full-time members 
on its faculty: Dr. Milton J. Rosenau, Dr. Herman 
Glenn Baity, Dr. Harold W. Brown, Dr. J. W. Roy 
Norton, Dr. William LeRoy Fleming, Dr. Daniel 
Franklin Milam, and Professor H. B. Gotaas, and 
enjoys the advantage of the cooperation of Dr. Car] 
V. Reynolds, Secretary and State Health Officer of 
the N. C. State Board of Health, who gives a course 
in public health. 

The Division of Public Health now offers graduate 
courses leading to the degrees of Doctor of Public 
Health, Doctor of Philosophy in Public Health, 
Master of Public Health, Master of Science (with 
designation), as well as the Certificate in Public 
Health. 

Through the interest of Dr. V. Korenchevsky, of 
the Lister Institute of Preventive Medicine of Lon- 
don, an international club has been formed to study 
various aspects of the processes of ageing—“Club 
For Research On Ageing”. The American division 
of this Club met in Washington on January 12 and 
13 to effect an organization and proceed with dis- 
cussions and research projects which may throw 
light on various phases of the ageing process. The 
members of the Club are as follows: Professors 
W. A. Allen, of Washington University; W. Bauer, 
Harvard University; Walter B. Cannon, Harvard 
University; Alfred E. Cohn, Rockefeller Institute 
for Medical Research; E. V. Cowdry, Washington 
University; E. T. Engle, Columbia University; C. 
G. Hartman, Carnegie Institution of Washington, 
Johns Hopkins University; A. Baird Hastings, Har- 
vard University; F. L. Hishaw, Harvard University; 
K. S. Lashley, Harvard University; C. M. McCay, 
Cornell University; Wm. deB. MacNider, University 
of North Carolina; J. H. Means, Harvard Medical 
School; W. R. Miles, Yale University; R. A. Moore, 
Washington University; Jean Oliver, Long Island 
College of Medicine; Oscar Riddle, Carnegie Insti- 
tute, Cold Springs Harbor, Long Island; Vincent 
duVigneaud, Cornell University. 

The officers elected at this organization meeting 
were Wm. deB. MacNider, Chairman; R. A. Moore, 
Secretary. Executive Committee: W. B. Cannon, 
E. T. Engle and R. A. Moore. 

The American Division of this international club 
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anticipates meetings in the future with similar clubs 
that have been organized in England, the Scandi- 
navian countries, and Continental Europe. It is the 
hope of such informal groups of investigators that 
they may be of mutual assistance, and through such 
assistance advance research now in progress and 
projects which may be undertaken by various mem- 
bers of the different groups. 


STATE BOARD OF CHARITIES AND PUBLIC 
WELFARE 


After being without a Director for the Mental 
Hygiene Division for six months, the State Board 
of Charities and Public Welfare has appointed Dr. 
J. Watson to that position. Dr. Watson graduated 
from the Northwestern University Medical School, 
and served an internship in a Chicago hospital, 
specializing in surgery. For ten years he was super- 
intendent and surgeon of a charitable hospital] in 
Puerto Rico, and for his work in surgery there was 
made a fellow of the American College of Surgeons. 
In 1934 he studied Neuro-psychiatry in Columbia 
University Post-Graduate Medical School, New York 
City, and later was on the staff of the Elgin State 
Hospital in Illinois. For the past three years he 
has been on the staff of the Worcester State Hos- 
pital, Worcester, Mass., holding the position of 
Director of the Worcester Mental Health Clinic and 
Family Care Department. He is a diplomate of 
the American Board of Psychiatry and Neurology. 

Dr. Richard F. Richie was named Assistant Di- 
rector in charge of the Children’s Unit. Dr. Richie 
is a graduate of the University of Buffalo College 
of Medicine, 1937. After a thorough grounding in 
Pediatrics, he served as Assistant Physician to the 
Harrisburg State Hospital. Then he was given a 
Commonwealth Fund Fellowship at the Child Guid- 
ance Clinic of Cleveland (twenty-two months). He 
came to North Carolina July 1, 1939, from Nebraska, 
where he was Staff Psychiatrist to the Child Wel- 
fare Division, Board of Control. Dr. Richie is a 
Fellow of the A. M. A. and a member of the Ameri- 
can Psychiatric Association, the American Ortho- 
psychiatric Association. the International Associa- 
tion for Exceptional Children, and the American 
Association on Mental Deficiency. 


SOUTHEASTERN SURGICAL CONGRESS 


Dr. R. B. McKnight, Charlotte. N. C., Chairman 
of the North Carolina Division of the Southeastern 
Surgical Congress, makes the following announce- 
ment: 

The Southeastern Surgical Congress will hold its 
Eleventh Annual Assembly in Birmingham. March 
11, 12, 13, 1940, at the Tutwiler Hotel. The com- 
pleted programs will be mailed out between the 15th 
of February and the first of March. Make plans 
to attend. For information, write Doctor B. T. 
Beasley, Secretary-Treasurer, 701 Hurt Building, 
Atlanta, Ga. 

1940 Program 
Assembly of the Southeastern 


Birmingham 
Surgical Congress 


Gynecology 
Dr. Quitman U. Newell, St. Louis: “Common 
Lesions of the Vulva, and Their Teatment.” 
Dr. C. J. Andrews, Norfolk: “Pelvic Supports— 
Their Injury and Repair.” 
Dr. Robert A. Ross, Durham: 
and Pelvic Surgery.” 
Laryngology 
Dr. Edward A. Looper, Baltimore: “The Diagnosis 
and Surgical Treatment of Carcinoma of the 
Larynx.” 


“Sex Endocrinology 
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Otology 
Dr. S. S. Hall, Clarksburg, West Va.: 
Exuative Sclerosing Mastoiditis.” 

Ophthalmology 
Dr. R. O. Rychener, Memphis: “A Simple Technique 
for Glass Ball Implantation Following Enuclea- 
tion of the Eye Ball.” 

Medicine 
James K. McGregor, Hamilton, Canada: “Dys- 
function of the Thyroid Gland as a Cause for 


Premature Old Age.” 
Dr. T. Z. Cason, Jacksonville, Fla.: Subject to be 
“Amebic 


“Chronic 


Dr. 


announced later. 
Dr. Francis M. Massie, Lexington, Ky.: 
Colitis as a Cause of Abdominal Pain.” 
Dr. K. K. Sherwood, Seattle: “Classification and 
Treatment of Chronic Arthritis.” 


Proctology 


Subject 


Dr. Martin S. Kleckner, Allentown, Pa.: 
to be announced later. 
Dr. Louis A. Buie, Rochester, Minn.: “Management 


of Anal Fistulas in Office and Hospital.” 
Anaesthesia 
Dr. C. N. Carraway, Birmingham: 
dium Oxygen Anaesthesia.” 
Surgery 


“Pentothal So- 


Dr. Herbert Acuff, Knoxville: “The Surgical Treat- 
ment of Pulmonary Tuberculosis With a Survey 
of End Results.” 

Dr. Russell B. Bailey, Wheeling, West Va.: “Surgi- 
ee of Obstruction at the Cardiac 

rifice.”’ 

Dr. Randolph L. Clark, Jackson, Miss.: “Recent 
Advances in the Management of Intestinal Ob- 
struction.” 

Dr. George Curtis, Columbus, Ohio: “The Rationale 


of Splenectomy in the Treatment of Certain 
Anemias.” 

Dr. T. C. Davison, Atlanta: 

ing Picture in Color.” 

. Michael de Bakey, New Orleans: “Significant 

Factors in the Prognosis and Mortality of Per- 

forated Ulcer.” 

Dr. James W. Gibbon, Charlotte: 
Uleer with Case Reports.” 
Dr. Stuart W. Harrington, Rochester, Minn.: “Surg- 
ical Treatment for Calcified Constricting Peri- 

cardium.” 

Dr. Frank S. Johns, Richmond: “The Progress in 
the Development of Extrapleural Thoroplasty in 
the Treatment of Pulmonary Tuberculosis.” 

Dr. J. B. Lukins, Louisville: “Post-operative Pul- 
monary Complications.” 
Dr. J. M. Mason, Birmingham: 

morial Lectureship.” 

Dr. Roy D. McClure, Detroit: 
ment of Burns.” 

Dr. George Pack, New York City: “The Diagnosis 
and Treatment of Malignant Tumors of the 


“Breast Tumors. Mov- 


— 


“Gastro-Jejunal 


“C, Jeff Miller Me- 
“The Modern Treat- 


Skin.” 

Dr. Edwin G. Ramsdell, New York City: “The Pre- 
vention of Wound Disruption.” 

Dr. J. D. Rives, New Orleans: “The Splenic 


Anemias: Present Conception of the Etiology, 
Diagnosis and Treatment, With Some Sugges- 
tion on Surgical Technique.” 

Dr. R. L. Sanders, Memphis: Presidential Address. 

Genito-Urinary Surgery 

Dr. Edgar G. Ballenger, Atlanta: “The Importance 
of Early Diagnosis of Genito-Urinary Diseases.” 

— Herbst, Chicago: Subject to be anounced 
ater. 

Dr. Roy B. Henline, New York City: “Prostatic 
Disease With a Special Reference to the Various 
Causes and Types as well as Their Treatment.” 
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Dr. Nelse F. Ockerblad, Kansas City: Subject to 


be announced later. 

Dr. Lawrence P. Thackston, Orangeburg: “Supra- 
public Prostatectomy With the Use of an Origi- 
nal Combination Hemostatic Drainage Bag.” 

Orthopedic Surgery 

Dr. Austin T. Moore, Columbia: “The Treatment 
of Fractures of the Neck of the Femur by In- 
ternal Fixation With Four Adjustable Nails— 
An End Result Study.” 

Dr. Leslie V. Rush, Meridian: “Some Commonly 
Seen Fracture Cases in which Bad Results Fre- 
quently Occur.” 

Pediatric Surgery 

Dr. Stanley J. Seegar, Milwaukee: “Pediatric Surgi- 
cal Problems.” 

Neuro-Surgery 

Dr. Cobb Pilcher, Nashville: “Surgical Aspects of 
Epilepsy.” 

— Walker, Atlanta: Subject to be announced 
ater. 


NORTH CAROLINA NEURO-PSYCHIATRIC 
SOCIETY 


The North Carolina Neuro-Psychiatric Society met 
in Charlotte on January 26. The following program 
was given: 


Afternoon Session 

“Extra-Mural Neuropsychiatry and Neuropsychiatry 
7 a General Hospital”—Dr. R. S. Crispell, Dur- 

am. 

“Neurological Heredity in North Carolina’—Dr. 
William Allan, Charlotte. 

“Frontiers in Psychological Medicine’ — Dr. Ken- 
neth E. Appel, Professor of Psychiatry, Univer- 
sity of Pennsylvania—Guest Speaker. 

Evening Session—Hotel Charlotte 
Social Hour—5:45 P. M.—Lounge Room 


Dinner—6:30 

Round Table Discussion: “Acute Infections and 
Suppurative Conditions of the Brain and Spinal 
Cord—Sulfanilamide, etc.”—Dr. Barron, Leader; 
Drs. Alexander, Adams, Motley, Hovis, Teasdale, 
Woodall, Leinbach, Hart, Baker, Ashe, Hunt, 
Robert Moore, and Selby. 

“Clinical and Pathological Discussion of Brain Tu- 
mors’—Dr. Edgar F. Fincher, Professor Neuro- 
surgery, Emory University—Guest Speaker. 

The officers of the society are: Dr. W. D. Hall, 

Raleigh, president; Dr. Mark Griffin, Asheville, vice 

president; Dr. Malcolm Kemp, Pine Bluff, secretary- 


treasurer. 
STATEWIDE SYPHILIS SURVEY 


Out of 9,533 prisoners in eighty camps who were 
given serological tests for syphilis in a statewide 
survey conducted cooperatively by the State Board 
of Health and the North Carolina Highway and 
Public Works Commission, 2,229, or 23.3 per cent, 
were found to be syphilitic. The survey was made 
with the aid of the Reynolds Foundation. 

The results, announced by Dr. Carl V. Reynolds, 
State Health Officer, following conferences with 
prison officials, showed that 8.5 per cent of all white 
prisoners and 34.2 per cent of all Negro prisoners 
reacted positively to the tests. 

“The object in making this exhaustive survey,” 
said Dr. Reynolds, “was to get that portion of our 
prison population infected with syphilis under com- 
petent treatment. Cooperative arrangements have 
been made whereby the State Board of Health will 
furnish one-half the drugs, while the prison de- 
partment will meet the other half of the expense 


for this purpose.” 
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COUNTY SOCIETIES 


BUNCOMBE COUNTY MEDICAL SOCIETY 


The Buncombe County Medical Society held two 
meetings in January in the Council Chambers of 
the City Hall. On January 15 Dr. Wm. Murray 
Hollyday delivered his Presidential Address, Dr. 
Samuel S. Cooley presented a case of Cerebral 
Aneurysm, and Dr. J. T. Saunders reported a case 
of Slipped Femoral Epiphysis. On January 22, Dr. 
R. C. bunts gave a paper on “Congenital Obstruc- 
tion of the Bladder Neck”, which was discussed by 
Dr. W. C. Lott. The officers of the Buncombe 
County Medical Society for 1940 are: Dr. W. M. 
Hollyaay, president; vr. John TT. Saunders, vice- 
president; Vr. G. W. Kutscher, Jr., secretary. 


FORSYTH AND GUILFORD COUNTY 
MEDICAL SOCIETIES 


On January 11 the Forsyth and Guilford County 
Medical Societies held a joint dinner meeting at 
the Smokehouse in Winston-Salem. The guest 
speaker was Dr. Foster Kennedy, Professor of Neu- 
rology at Cornell University. Ur. Kennedy spoke 
on “Ihe Organic Background of Mind”. 


HALIFAX COUNTY MEDICAL SOCIETY 


The Halifax County Medical Society held its regu- 
lar monthly meeting Friday evening, January 12, 
at the Roanoke Rapids Hospital in Koanoke Rapids, 
with Dr. W. G. Suiter, president of the society, 
presiding. 

Dr. Herman Farber and Dr. James Whitfield of 
Richmond, Virginia, presented papers on “Care of 
the Newborn Baby’s Skin” and “Puerperal Sterili- 
zation”, in which attention was called to the most 
recent developments in these fields of medical 
science. Dr. T. W. M. Long, Secretary of the 
State Medical Society, asked that the former article 
be submitted to the North Carolina Medical Journal 
for publication. 

Dr. Raleigh Parker of Jackson, Dr. R. B. Out- 
land of Rich Square and Dr. Robert F. Young, 
Health Officer of Halifax County, were admitted to 
the society. 

_Following the scientific meeting, election of officers 
for the coming year was held, in which Dr. F. W. 
M. White of Halifax was elected president; Dr. C. 
B. Robertson of Jackson, vice-president; Dr. Robert 
F. Young of Weldon, secretary and treasurer; and 
Dr. W. G. Suiter of Weldon, delegate to the State 
Medical Society, with Dr. M. S. Broun as alternate 
delegate. 

Dr. Lupton, from the division of Child Hygiene 
of the State Public Health Department, was a visi- 
tor at the meeting. 

Under Dr. W. G. Suiter’s able leadership the 
society has completed a very successful year in 
maintaining good attendance and in obtaining out- 
standing physicians to appear on the programs. 

Robert F. Young, M.D. 
Secretary and Treasurer 


Halifax County Medical Society, 
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ROGKINGHAM COUNTY MEDICAL SOCIETY 


At the January meeting of the Rockingham 
County Medical Society, held January 20 at the 
City Memorial Hospital in Reidsville, Dr. James W. 
McAnally of Reidsville was elected president. Other 
officers elected for 1940 were: Dr. Keenan Casteen, 
Leaksville, vice president; and Dr. W. A. Johnson, 
Reidsville, secretary-treasurer. Delegates to the 
state medical society are, Drs. B. F. Cozart and 
William Hester, with Dr. J. B. Ray and Dr. J. W. 
McGehee as alternates. A paper was read by Dr. 
Newton G. Wilson, of Madison. 


NEWS NOTES 
At the twentieth annual New Year meeting of the 
Marlboro County Medical Society, held in Bennetts- 
ville, S. C., on January 11, Dr. Robert A. Ross, 
Associate Professor of Obstetrics and Gynecology 
at Duke University, presented a paper on “The 
Management of Prolonged Labor”. Dr. Paul P. Me- 
Cain, of Sanatorium, led in the discussion of a paper 
by Dr. W. Atmar Smith on “The Differential Diag- 
nosis of Pulmonary Tuberculosis”. 
The Third Annual Session of the Atlanta Gradu- 
ate Medical Assembly was held January 15-18 at 
the Biltmore Hotel in Atlanta. Among the speakers 
was Dr. Watt W. Eagle, Associate Professor of 
Surgery at the Duke University School of Medicine, 
who spoke on “Sphenopalatine Neuralgia.” 


At the annual meeting of the Birth Control Fed- 
eration of America, held in New York on January 
25, Dr. Carl V. Reynolds was named on the Na- 
tional Committee for Planned Parenthood, which is 
to sponsor a nation-wide campaign for birth control. 
Margaret Sanger is chairman of the committee. Dr. 
Roy Norton of the University of North Carolina 
discussed “Planned Parenthood in a General Health 
Program” before a symposium on “Race Building 
in a Democracy”. North Carolina has the first 
state-sponsored birth control program in the Union. 

* 


Dr. Irving E. Shafer has been elected Chief of 
Staff of the Rowan Memorial Hospital, succeeding 
Dr. James C. Eagle. Other officers elected for 1940 
were Dr. Walter L. Tatum, Assistant Chief of Staff, 
and Dr. T. W. Seay, secretary. 


Dr. I. E. Shafer, of Salisbury, and Miss Jane 
Honeycutt, of Franklinton, were married in New 
York on January 16, at “The Little Church Around 
the Corner”. 


RESOLUTION ADOPTED BY THE FORTY-FIRST 
ANNUAL CONVENTION OF THE NATIONAL 
ASSOCIATION OF RETAIL DRUGGISTS 


WHEREAS, since the comparatively recent dis- 
covery and developments of vitamins, many avenues 
of distribution such as mail order houses, grocers, 
ete., are selling such vitamins, and 

WHEREAS, the sale by such outlets is detriment- 
al to public welfare; therefore, be it 

RESOLVED, that in the interest of public health 
the sale of such products should be restricted to 
drug stores, and be it further 

RESOLVED, that until such time as proper safe- 
guards to circumscribe the sale of vitamin products 
ean be promulgated, the N.A.R.D. specifically re- 
quests vitamin manufacturers to restrict their sale 
to drug channels, and be it further 

RESOLVED, that a copy of this resolution be 
sent to the American Medical Association and to 
all state medical societies, 
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WOMAN’S AUXILIARY 


Officers 


Mrs. C. F. Strosnider, Goldsboro. 
Mrs. C. R. Hedrick, Lenoir. 
Mrs. P. P. McCain, 


President: 
President-Elect: 
Chairman of Past Presidents: 


Sanatorium. 

Corresponding Secretary: Mrs. Jack Harrell, Golds- 
boro. 

Recording Secretary: Mrs. J. D. Freeman, Wil- 


mington. 
Treasurer: Mrs. C. E. Judd, Raleigh. 


AN APPEAL TO THE DOCTORS FROM 
THE AUXILIARY 

Please take Hygeia through the Auxiliary. 

The reason is: The Auxiliary maintains 
a bed at the Sanatorium where doctors and 
their children, nurses, and other tubercular 
patient without the necessary funds, are 
nursed back to health and usefulness. 

The Auxiliary is trying to raise an endow- 
ment fund of $10,000 to meet the expenses 
of this bed. For a limited time the Auxiliary 
gets $1.25 for every $2.50 subscription to 
Hygeia. 

Please help this worthy cause by sending 
your check and address for the subscription 
to this magazine to Mrs. K. B. Pace, State 
Hygeia Chairman, Greenville, N. C. 

Thank you! 

ANNA L. STROSNIDER. 


MINUTES OF THE SEMI-ANNUAL 
MEETING OF THE BOARD OF DIREC- 
TORS OF THE AUXILIARY TO THE 
MEDICAL SOCIETY OF THE STATE OF 
NORTH CAROLINA, THURSDAY, 
OCTOBER 12, 1939 | 


The Board of Directors of the Auxiliary 
to the Medical Society of the State of North 
Carolina met at Sanatorium, North Carolina, 
Thursday, October 12, 1939, at noon. Before 
the business session, the board members 
were guests of Mrs. P. P. McCain, at a most 
enjoyable luncheon. The session was called 
to order by Mrs. C. F. Strosnider, president 
of the auxiliary. Mrs. Isaac Manning led the 
members in the Lord’s Prayer as an invo- 
cation. 

In her introductory remarks, Mrs. Stros- 
nider referred to the fact that she had not 
been formally installed as president (a 
severe case of mal de mer rendering her 
incapable of receiving the gavel from Mrs. 
Elliott at the annual meeting aboard ship). 
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In spite of this handicap, she assured the 
Board that she would take great pride in 
doing her best to carry out the objectives 
and ideals of our organization. Mrs. Stros- 
nider also paid tribute to the efficiency of 
Mrs. Elliott as past president, and thanked 
her for her help in the organization of this 
year’s work. The president welcomed the 
Board members, expressing her reliance 
upon them in building an “Auxiliary house 
with a firm foundation that gives security, 
refuge, and strength.” 

Mrs. P. P. McCain bade the members wel- 
come in her own gracious manner. 

The roll call showed eighteen members 
present. At this time the president recog- 
nized Mrs. J. B. Cramner, Wilmington, N. 
C., welcoming her, and calling attention to 
her speech “State Medical Auxiliary” in the 
1935 Medical Transactions. Mrs. Strosnider 
urged all members to read this speech. 

Mrs. Strosnider announced that she had 
received several letters from members of the 
board expressing their regret at not being 
able to attend the meeting. It was moved 
by Mrs. P. P. McCain, seconded by Mrs. R. 
S. McGeachy, that the secretary write notes 
of sympathy to Mrs. C. R. Hedrick on the 
death of her brother, and to Mrs. K. B. Pace 
and Mrs. J. C. Tayloe on their illnesses. 
There were notes of regret at their absence 
from our Advisory Board. 

Mrs. P. P. McCain, Chairman of Past 


-Presidents, reported that they were “all in 


good condition’. She invited us to visit Mr. 
L. S. Sawyer who now occupies the McCain 
bed at the Sanatorium. 

The president called attention to two cor- 
rections to be made on our stationery. Dr. 
S. D. Craig is chairman of the Advisory 
Board, and Mrs. K. B. Pace has been ap- 
pointed Hygeia Chairman in the place of 
Mrs. W. E. Overcash. . 

Mrs. Strosnider asked every one at this 
time to secure a copy of the by-laws, and a 
copy of each of the written reports of the 
various chairmen. These reports entailed a 
great amount of work and typing, and the 
chairmen were thanked for their successful 
efforts. The board members were asked to 
clip these reports in their note books and to 
read them carefully. The purpose of these 
written reports is that they shall be infor- 
mation sheets, to give in convenient form 
the past, present, and future of the offices 
and committees. Mrs. P. P. McCain was 
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asked by the president to edit these sheets. 
The president presented a questionnaire to 
be used as an examination for auxiliary 
members. Mrs. Isaac Manning moved and 
Mrs. R. S. McGeachy seconded that Mrs. P. 
P. McCain prepare a list of answers for the 
questionnaire — these answers to be pub- 
lished together with the minutes. 

Mrs. Strosnider urged that we use our 
local newspapers in getting the ideals and 
objectives of our organization before the 
public. She suggested that we give them a 
sheet of our official stationery, on which we 
write: (1) the auxiliary dues and how they 
are spent, (2) a list of philanthropies and 
outstanding things in which we participate, 
(3) the historical facts of the McCain Bed, 
(4) the date of auxiliary meetings. 

Speaking of the plan for the year’s work, 
Mrs. Strosnider announced that our motto 
would be “Be Informed and Inform Others” 
as to objectives of auxiliary, history of aux- 
iliary, recent health laws, socialized medi- 
cine, etc., and from our Advisory Board 
learn how to disseminate knowledge about 
them. The councillors were urged to do per- 
sonal work, to see every eligible doctor’s wife 
in the district and invite her to join the aux- 
iliary, to enlarge the membership, and to set 
a new record by collecting dues early. Each 
officer was asked to know and perform her 
duty well. 

Mrs. Joseph Elliott, first vice president in 
charge of councillors, urged all councillors 
to follow out persistently the outlined pro- 
gram of activity. 

Mrs. Alfred Kent, second vice president, 
chairman of McCain Bed, spoke briefly on 
her written report. 

The treasurer, Mrs. E. C. Judd, presented 
the following report: balance in General Ex- 
pense Fund $180.88; balance in upkeep of 
McCain Bed Fund $296.98; amount in Mc- 
Cain Endowment Fund $1,426.66; amount 
in Student Loan Fund $619.79. Mrs. Judd 
moved the adoption of this report. Mrs. 
Joseph Elliott seconded the motion, and the 
report was unanimously accepted. Upon the 
motion of Mrs. Frederick Taylor and the 
second of Mrs. Joseph Eliott, Mrs. Judd was 
given a rising vote of thanks for her efficient 
service. 

Next in order were the reports of the 
committee chairmen, all of whom referred 
briefly to the aforementioned written re- 
ports, which each board member had secured. 
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Mrs. Isaac Manning moved, and Mrs. R. S. 
McGeachy seconded that the report of Mrs. 
Frederick Taylor, program chairman, be ac- 
cepted and that she proceed with her activi- 
ties. The motion was carried. The president 
showed the written ballot votes whereby she 
was authorized to appoint a legislative chair- 
man and chairman of Jane Todd Crawford 
Memorial, which is a project of the Southern 
Medical Auxiliary. Mrs. Hamilton McKay 
of Charlotte was chosen Legislative Chair- 
man and Mrs. Thomas Leslie of Kinston, 
Jane Todd Crawford Memorial Chairman. 

The work of Mrs. Erick Bell, as historian, 
was emphasized. It shall be her duty to keep 
a complete and detailed history of the or- 
ganization. Several councillors gave inter- 
esting and informative reports of the work 
done in their districts. 

As new business, the president appointed 
Mrs. Ben Lawrence chairman of the nomi- 
nating committee to name officers for the 
coming year. Other members, nominated 
from the floor, were as follows: Mrs. W. P. 
Knight (nominated by Mrs. F. R. Taylor, 
seconded by Mrs. Joseph Elliott); Mrs. J. 
R. Terry; Mrs. J. B. Sidbury; Mrs. W. H. 
Smith. 

The president appointed Mrs. James W. 
Vernon as official representative to Southern 
Medical Association Meeting. 

The president brought up the question of 
the auxiliary supporting a bed in Western 
Sanatorium. After some discussion, Mrs. 
Ben Lawrence made the motion, which was 
seconded by Mrs. J. W. Vernon, that we do 
support such a bed. The motion was car- 
ried. As a committee to investigate and pro- 
pose plans for such work, the president ap- 
pointed Mrs. P. P. McCain, Sanatorium; 
Mrs. Julian Moore, Asheville; Mrs. S. M. 
Bittinger, Black Mountain; and Mrs. M. L. 
Stevens, Asheville. 

Mrs. Strosnider offered a prize of $5.00 
to the district which has the largest percent- 
age of paid up members by May 1, 1940. 

Mrs. E. C. Judd read a tentative budget 
for the year and moved its adoption. Mrs. 
Lawrence seconded the motion. The budget 
was accepted. 

Mrs. Strosnider announced that the State 
Medical Meeting will be held May 13, 14, and 
15 at Pinehurst. She appointed as a pro- 
gram committee for the Auxiliary, Mrs. C. 
L. Gray, Sanatorium; Mrs. Earl Overcash, 
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Southern Pines; and Mrs. R. A. Matheson, 
Jr., Raeford. 

The president announced that the spring 
board meeting would be held sometime in 
March at her home. She graciously invited 
those members who live at a distance to be 
her over-night guests. 

Mrs. Ben Lawrence stood to thank Mrs. 
P. P. McCain on behalf of the Board for her 
delightful hospitality, which we all enjoyed 
to the utmost. 

Respectfully submitted, 

LIDIE PENTON FREEMAN 
(Mrs. J. D. Freeman) 
Recording Secretary. 


Members Present 


Mrs. C. F. Strosnider Mrs. W. E. Overcash 
Mrs. P. P. McCain Mrs. G. E. Bell 

Mrs. J. A. Elliott Mrs. C. D. Thomas 
Mrs. A. A. Kent, Jr. Mrs. H. W. McKay 
Mrs. E. C. Judd Mrs. T. S. See 

Mrs. J. D. Freeman Mrs. W. T. Rainey 
Mrs. F. R. Taylor Mrs. Ben Lawrence 
Mrs. R. S. MeGeachy Mrs. W. P. Knight 
Mrs. I. H. Manning Mrs. J. W. Vernon 


Iu Memoriam 


DR. W. H. COWELL 


Dr. W. H. Cowell, of Shawboro, died December 
28, 1938, and was laid to rest in the family cemetery 
at Shawboro. 

Dr. Cowell practiced medicine in Currituck County 
from his youth. He was the son of Dr. W. H. 
Cowell, Sr. and Mrs. Martha DeFord Cowell. He 
was educated at Roanoke College in Salem, Vir- 
ginia and at the Universities of Kentucky and 
Pennsylvania. In college he stood high in fraternal 
circles. 

Dr. W. H. Cowell, Sr., practiced medicine in Cur- 
rituck County for several years. He represented 
his county in the General Assembly several terms, 
and was also treasurer of Currituck County for 
several years. Dr. Cowell followed somewhat in the 
footsteps of his father, taking great interest in the 
affairs of his county and state. He was a member 
of Governor Locke Craig’s staff from 1912 to 1916, 
and a member of the Board of Directors of the 
State Hospital in Raleigh. He took great interest 
in highway work and was at one time chairman of 
the Currituck Highway Commission. 

His church proclivities were with the Baptists. 
He was a Master Mason. Dr. Cowell’s advice was 
sought as' a financier in state and county affairs. 

Dr. Cowell will be missed throughout the county 
by all classes; but next to his sister, Miss Sudie 
Cowell, and his brother, Virginius Cowell, those who 
will miss him most are those who depended on him 
in sickness and distress. He placed suffering 
humanity on the same plane and visited alike the 
palaces of the rich and the hovels of the poor, 
ministering at all times to their necessities. 

He was a Democrat in politics, but was tolerant 
of the views of others. 

Dr. Cowell never married. He had a most sympa- 
thetic and gentle demeanor in the sick room. He 
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had a retiring nature and always frank and honest 
with no semblance of pretense. His daily work ex- 
pressed the high ideals of our profession. 
He was a member of the Seaboard Medical Asso- 
ciation, the District Medical Society and others. 
He lived a useful life and in deed fulfilled the 
sentiment expressed by the poet: 
“Tis a thought divine the wisest thought of sages 
He who lives to bless his age and time has lived 
for all the ages.” 
Dr. W. T. Griggs, 
A friend and co-worker. 


* * * * 


DR. JAMES DACOSTA HIGHSMITH 


We, the members of the Cumberland County Medi- 
cal Society, wish to express the sorrow we feel in 
the death of Dr. James DaCosta Highsmith, one of 
our honored and beloved members who served with 
distinction in the office of president, the highest 
honor we could confer upon him. His example, 
his influence, and his ideals were of a high order. 
His upright life and his high-toned Christian charac- 
ter will continue to exert a beneficent influence 
among us. 

He was not only a well-beloved and successful 
physician, but also a public-spirited and influential 
citizen, interested in all the progressive movements 
that tended toward the development of the com- 
munity and the upbuilding of the character of its 
citizens. Envies and strife found no harbor in his 
soul, and in all the contacts of his life he mani- 
fested to the highest degree that greatest of all 
virtues, charity. 

We wish to express to the members of his family 
our deep sympathy in the loss they have sustained, 
and to assure them that his memory will ever be 
cherished by the members of this society. We re- 
joice with them in the asssurance that this separa- 
tion is only temporary, for, through faith, we look 
forward to abundant entrance with him into a life 
of everlasting joy and peace. 

We wish to have these resolutions spread on a 
special page in the minutes of this society, a copy 
sent to his family, and a cony published in the 
North Carolina Medical Journal. 

Cumberland County Medical Society, 
(Signed) O. L. McFadyen, M.D., Secretary. 


* * j$+«  * 


CHARLES STAPLES MANGUM 


Charles Staples Mangum was born in Greensboro 
on July 14, 1870. His father was Adolphus W. 
Mangum, a member of the Faculty of the University 
of North Carolina from 1875 to 1890. His mother 
was Laura Overman, of Salisbury, N. C. 

He graduated from the University of North Car- 
olina with an A.B. degree in 1891. He was Physical 
Director at the University of North Carolina from 
1890 to 1892, and a member of the faculty during 
1891 and 1892. He was an end on the football team 
in 1891, and winner of a prize for the best all-round 
athlete in college in 1890. He was one of the origi- 
nal members of the University Glee Club and com- 
posed one of the verses of “Hark the Sound.” 

Dr. Mangum left the University of North Carolina 
in 1892 and went to Jefferson Medical College. He 
graduated there in medicine in 1894, and was win- 
ner of the Therapeutic prize at graduation. He was 
Assistant Demonstrator of Anatomy at Jefferson 
Medical School during 1894-95, and in 1895-96 was 
Assistant Surgeon at the Lehigh and Wilkesbarre 
Coal Company. He won the Appleton Prize for the 
best examination before the North Carolina Board 
of Medical Examiners in 1896. He did graduate 
work at the University of Chicago and Harvard 
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Medical School. He went back to the University of 
North Carolina in 1896 and was Professor of Physi- 
ology and Materia Medica there from 1896 to 1900. 
From 1900 to 1905 he was Professor of Pharma- 
cology and Demonstrator of Anatomy. In 1905 he 
became Professor of Anatomy and held that position 
until his death. 

It would be superfluous to tell any group of medi- 
cal men in North Carolina what a great teacher of 
anatomy Dr. Mangum was. It suffices to say that 
his students, as advanced standing students in other 
institutions, always showed more knowledge of 
anatomy than the regular students of those insti- 
tutions. 

In 1933 there came to him a great honor: both 
unsought and, we think, unwished for. That was 
the office of Dean of the Medical School. He was 
Dean of the University of North Carolina Medical 
School from 1933 to 1937. During his Deanship, 
largely due to his efforts, a relationship was estab- 
lished between the State Board of Health and the 
Medical School, which in turn led to the creation 
of the Division of Public Health of the Medical 
School. This undoubtedly marked another great 
milestone in the development of the University of 
North Carolina Medical School. It was during his 
administration that the plans for the medical build- 
ing which is just now being completed really began 
to take concrete form. 

Dr. Mangum was a member of the University 
Medical School Faculty for forty-three years. He 
was a member of the Zeta Psi Fraternity, of The 
Order of Gimghoul, and of several other organiza- 
tions. 

Dr. Mangum was married in 1900 to Miss Laura 
Rollins Payne of Washington, D. C. He is survived 
by Mrs. Mangum and one son, Charles Staples Man- 
gum, Jr. 

We have sketched rather briefly some of the great 
accomplishments that Dr. Mangum has performed 
in the field of education and science. It is perfectly 
proper after having outlined these things, that we 
speak of Dr. Mangum in a more personal way, be- 
cause many of us were his students. During the 
forty-three years he taught at the University of 
North Carolina, hundreds of students passed through 
his classes. He was known familiarly to the medi- 
cal students as “Dr. Charlie.” We don’t believe that 
there is a student of his alive today who would not 
know whom you were talking about if you mentioned 
“Dr. Charlie.” However, the student’s familiarity 
with Dr. Mangum existed only in his heart, because 
Dr. Mangum in his classroom showed a dignity that 
demanded the respect of every student in his class. 

Dr. Mangum was the soul of wit. His quips will 
be heard down through the years, wherever there 
is a medical student of his to recount them. He 
was the essence of gentleness and courtesy. A more 
understanding heart than his never beat. We all 
loved and still love him. His polish was not veneer. 
It never broke or wore off. He was a composite of 
the best types of the “Southern gentleman” which 
hundreds of authors have described. 

We give you Charles Staples Mangum: A gentle- 
man, a scholar, a teacher, and our friend. 

(Signed) Dr. S. D. McPherson 
Dr. T. C. Kerns 
Dr. W. R. Stanford. 


DR. MARTIN L. STEVENS 


Dr. Martin L. Stevens, of Asheville, died suddenly 
at his home, 155 Montford Avenue, on Saturday 
morning, January 20. Dr. Stevens, the senior mem- 
ber of the Buncombe County Medical Society, was 
a native of Thornville, Ohio. After graduating from 
the Baltimore Medical College in 1891 and serving 
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a year as resident physician of the Maryland Gen- 
eral Hospital, he came to Asheville in 1899 as resi- 
dent physician at Winyah Sanatorium, and later 
became physician-in-charge. After leaving this post, 
Dr. Stevens went to New York for post-graduate, 
study, and entered private practice in the treatment 
of tuberculosis upon his return. He was a former 
member of the State Board of Medical Examiners, 
and in 1930 was president of the Medical Society of 
the State of North Carolina. From 1924 almost con- 
tinuously until his death, he represented the state 
society in the House of Delegates of the American 
Medical Association. He was a charter member of 
the National Tuberculosis Association, and the first 
president of the State Tuberculosis Association. 

Dr. Stevens was a Fellow of the A. M. A., a 
Fellow of the American College of Physicians, a 
member of the American Climatalogical Association 
and of the Southern Medical Association. He was a 
certified specialist of the American Board of In- 
ternal Medicine. He was married in 1894 to Miss 
Mary Lulu Patterson, who survives him. Of him 
one of his friends has written: “I hope that when 
I reach his age, I can be as well loved as he was. 
He was one grand man, a good physician, a calm- 
ing influence when the waters became stormy, and 
a Christian gentleman of the highest rank.” 
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AN INTRODUCTION TO GASTRO-ENTEROLO- 
GY. By Walter C. Alvarez, M.D. Price, $10.00. 
778 pages. New York: Paul B. Hoeber, Inc., 1940. 

This, the third edition of the work originally called 
THE MECHANICS OF THE DIGESTIVE 
TRACT, has been thoroughly revised and brought 
up to date. It is:now nearly twice the size of the 
first edition, and covers the entire field of gastro- 
enterology as fully as a single volume could. In 
the front of the book is a quotation from Pavloff: 
“T am convinced that it is by frequent interchange 
between the physiologist and the physician that the 
common goal of physiological science and of medi- 
cal art will be most quickly and safely reached.” 
Dr. Alvarez is perhaps the most successful com- 
bination of physiologist and physician living; and 
he also possesses the rare gift of knowing how to 
write what he knows in such simple and charming 
words that is a real pleasure to read after him. 
One feature of the book that will appeal to the 
busy reader is that each chapter except the last one 
has a comprehensive summary at the end. The final 
chapter, “On Books and Reading”, does not lend 
itself to such treatment, and deserves careful read- 
ing in its entirety. 

Besides its clear style, the contents of the book 
are enriched 186 illustrations, and a bibliography of 
more than 100 pages is added for those who care 
to follow any particular line of investigation. The 
type, the illustrations, and the binding of the book, 
all are a tribute to the art of the printer. 


ENDOCRINE GYNECOLOGY. By E. C. Ham- 
blen, B.S., M.D., F.A.C.S. Price $5.50. Pp. 453. 
Charles C. Thomas Co. 

It has become increasingly difficult for the non- 
specialized reader to keep abreast of the advancing 
facts and the changing nomenclature of gynecologic 
endocrinology. It is well, then, that from time to 
time monographs on this subject should be issued 
both for the sake of the specialist and as a reference 
work for workers in other fields. 

Hamblen’s book is a clear and adequate presenta- 
tion of this somewhat complex subject, proceeding 
in a logical way from physiology to pathologic 
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alterations of endocrine functions. The chapters on 
sex-endocrine syndromes and growth abnormalities 
are especially useful, being well inllustrated. Mens- 
trual disorders, frequently so baffling to the less 
experienced in this field, receive extended considera- 
tion, which should prove helpful to every reader. 
The book has benefited by the excellent typographi- 
cal treatment which we have learned to associate 


with the firm of Charles C. Thomas, 


CLINICAL ALLERGY, ASTHMA AND HAY 
FEVER. By Francis M. Rackman, M.D. Price 
$7.50. Pp. 617. New York: The Macmillan Com- 
pany, 1931. 

In this book the field of allergy is covered so 
completely by a physician of such wide and thorough 
experience that one wonders why so many bibli- 
ographies are given. The book is divided into two 
parts. The first deals with hypersensitiveness; 
anaphylaxis in animals and man, why and how pro- 
duced; the chemistry of hypersensitiveness; anaphy- 
laxis and desensitization; the nature and origin of 
allergy. The author goes back to Greece for the 
beginning of the study of allergy and follows the 
history and methods of treatment up to the present. 
In this part the necessity for proper history taking 
and physical examinations is set forth. 

The second part deals chiefly with the clinical 
manifestations of the different types of allergy, and 
goes thoroughly into the use and reactions of serums. 
The pathology of asthma is fully dealt with and 
illustrated. It is shown that many of the vague 
sufferings of people in the past have been due to 
allergic conditions; that advancement in allergy is 
adding more diseases to its field; that an allergist 
is not a man so far removed from the medical 
world as was once thought, but that allergy can be 
more thoroughly understood by each physician in 
practice. This book will be of great help to the 
medical man and to the student of allergy. 


PHYSIOLOGICAL CHEMISTRY. By Albert P. 
Mathews, Ph.D., Andrew Carnegie Professor of Bio- 
chemistry, The University of Cincinnati. Sixth Edi- 
tion. Illustrated. Price $8.00. Baltimore: The Wil- 
liaams & Wilkins Company, 1939. 

The sixth edition of Mathews’ PHYSIOLOGICAL 
CHEMISTRY has been thoroughly revised and 
brought up to date. Many new references have 
been added to older references which illustrate the 
historical background of the science. The practical 
section has been omitted and is published separately 
by the same publisher. To the reviewer this seems 
a considerable loss. The book is comprehensive and 
authoritative. The material has been selected to be 
of particular use to medical students, practitioners, 
and graduate students. This book needs no intro- 
duction to the medical profession, as it has been a 
standard work for twenty-four years. 


MODERN MEDICINE IN THE UNITED 
STATES is a 40-page pamphlet by Dr. S. Adolphus 
Knopf of New York, printed by patients at the 
Potts Memorial Hospital for Rehabilitation. In it 
Dr. Knopf gives a comprehensive survey of present- 
day medical economic problems: compulsory sick- 
ness insurance, group practice, irregular practi- 
tioners, patent medicines, self-medication, criticism 
of organized medicine, venereal disease, the Wagner 
Bill and the National Health Program. After this 
survey, Dr. Knopf gives constructive suggestions 
for economy and efficiency. The author is entirely 
in sympathy with the family doctor, yet is mindful 
of the people’s need for medica] service. Its sanity 
makes it a valuable contribution to the study of a 
perplexing problem. 
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POWERS & ANDERSON 


OUR NEW BUILDING 


2 SOUTH 5TH STREET 
RICHMOND, VA. 


Headquarters for Surgical, Hospital, 
and Dental Supplies 


The Oldest and Largest Surgical and Hospital 
Supply Firm in the South 


Powers & Anderson Surgical 
Instrument Company 


OUR NEW NORFOLK STORE 


227 W. YORK STREET 
NORFOLK, VA. 


SURGICAL INSTRUMENTS, 
HOSPITAL SUPPLIES, Etc. 
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